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=“... routine preoperative medication” 


to 
control 
bleeding 


e 


", .. since (November 1953) Adrenosem has been used preoperatively to reduce 


bleeding from all otolaryngologic and broncho-esophagologic procedures, to treat 


postoperative hemorrhage from the tonsil and adenoid regions, 

and to treat selected cases of epistaxis.’”? 

“Adrenosem is therefore specific for conditions characterized by capillary 
permeability. It checks bleeding from a broad capillary bed by causing a correction 
of excessive permeability and an increase in capillary resistance.’”? 


“No single case of toxicity was observed in this study.’ 


SALICYLATE 


[BRAND OF CARBAZOCHROME SALICYLATE) 


Indicated preoperatively and postoperatively to control bleeding associated with: 
Tonsillectomy, adenoidectomy surgery 

 » Prostatic and bladder surgery | 
Dental surgery 
Chest surgery and chronic pulmonary bleeding 
Uterine bleeding and postpartum hemorrhage 


Also: Idiopathic purpura, retinal hemorrhage, familial telangiectasia, epistaxis, hematuria 
Supplied in ampuls, oral tablets and syrup. Send for detailed literature. 


1. Owings, C.B.: The Control of Postoperative Bleeding with Adrenosem, Laryngoscope, 

55:31 (January) 1955. 

2. Peele, J.C.: Adrenosem in the Control of Hemorrhage from the Nose and Throat, A.M.A. Arch. 
of Otolaryng, 61:450 (April) 1955. ; 
3. Riddle, A.C... Jr.: Adrenosem Salicylate: A Systemic Hemostat, Oral Surg., Oral Med., Oral 
Path. In press. 


THE S. E. MASSENGILL COMPANY 
Bristol, Tennessee | 
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Only Lederle offers 


tetracycline in all these 


forms and potencies 


simplify your ordering and inventory—specify 


TETRACYCLINE LEDERLE 


today’s foremost antibiotic ! . 
_LEDERLE LABORATORIES DIVISION awearcaw Cyanamid company PEARL RIVER, NEW YORK 
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1. CAPSULES: 50, 100, and 250 mg. 
2. TABLETS: 50, 100, and 250 mg. 


3. PEDIATRIC DROPS (Cherry Flavor): 100 
mg. per cc. (approx. 5 mg. per drop), 
10 cc. bottle 

4. ORAL SUSPENSION (Cherry Flavor): 25 
mg. per teaspoonful (5 cc.), 1 oz. bottle 

5. SPERSOIDS* Dispersible Powder (Choco- 
late Flavor) mg rounded teaspoon- 
ful (3 Gm.), 12 and 25 dose bottles 

6. SOLUBLE TABLETS: 50 mg. 

7. INTRAVENOUS: vials of 100, 250, and 
500 mg. 

&. INTRAMUSCULAR: vial of 100 mg. 

9. OINTMENT (3%): % and | oz. tubes 

18. OPHTHALMIC OINTMENT (1%): % oz. tube 

11. OPHTHALMIC SOLUTION: vial of 25 mg. 
with sterilized dropper vial 

12. EAR SOLUTION (6.5%): 10 cc. dropper bottle 

13. SYRUP (Cherry Flavor): 125 mg. per 
teaspoonful (5 cc.) 2 oz. bottle 

14. TROCHES 15 mg. (Peppermint Flavor) 

15. PHARYNGETS*® Treches 15 mg. (Cherry 
Flavor): box of 10 (foil wra ; 

16. OINTMENT (3%) with HYDROCORTISONE 
(2%). 5 Gm. tube 

17. OPHTHALMIC OINTMENT (1%) wit HYDRO- 
CORTISONE (15%): % oz. tube 
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infection strikes 


. . . may be lifesaving in staphylococcus septicemia. Particularly useful 
: another reason to for initiating treatment in the very ill patient when oral therapy is not 
EER practical. One to two grams daily, in divided doses or by continuous 
aia | _ infusion, provide adequate therapy for a majority of infections caused 


by susceptible organisms. 


Supplied in 20-cc. ampoules containing 250 mg. of ‘Ilotycin’ (Erythro- 
mycin, Lilly) base. 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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at no extra cost! / 


Longer Lasting Ground Surfaces! Natural, or clear, 
glass has a wavy, uneven surface. Micro-precision 
gauging will indicate this condition. Precision grinding 
corrects it. And SEMPRA's precision grinding sires 
smo-o-o-ther action between the interfaces of the barrel _ 


and plunger. 


Universally Interchangeable! The micro-precision 
grinding of SEMPRA INTERCHANGEABLE syringes make 


universal interchangeability possible. This feature is 
found only in SEMPRAs. aes 


Continued interchangeability! Seven years’ field 
experience proves. the longer SEMPRA's are used, the 
better they become—dgiven reasonable care. Long 
service improves the ice-hard, silky-slick finish on barrel 
and plunger so that after years of service they still inter- 
change and still meet Federal specifications. 


Parallel Sides! Only parallel sides assure you free- 
dom from constriction. And parallel sides are possible 
only in a syringe where both barrel and seanuend have 
ground glass surfaces. 


Longer Life! SEMPRA's ground glass surfaces are 
free of scratches, consequently alkalis, frequently pres- 
ent in sterilizing media, get no foothold to cause dan- 


gerous pits. 
Accurate Dosage! Because SEMPRA's are universally 


interchangeable, they conform to only one set of toler- 
ance specifications, therefore they're uniform in volume. 


For a trial, get a supply of 2cc SEMPRA’s on 
ovr money back guarantee. See for yourself 
why more hospitals each month are ordering 
SEMPRA’s, the original interchangeable syringe. 
From your dealer, or write direct. 


ou? ‘ 4 
‘ 
» 
> 
i 
OP & CO 
J. BISH Platinum Works 
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After a 4-foot stretch, 
still a perfect fit 
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SURGEON’S glove that can take 
A this abuse has the strength to 
stand up under the most rigorous 
normal use. What you see is a regular 
size 7 glove, selected at random, to 
demonstrate the strength built into 
B. F. Goodrich rubber gloves. Even 
gloves that have been stretched out 
over 4 feet snap back to their normal 
size, without tearing, without being 
weakened in any way. 

From wrist to fingertips, B. F. Good- 
rich surgeons’ gloves are uniformly 
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strong—uniformly free of defects. 
That's why they outlast ordinary gloves 
—and, therefore, cost you less. 

To save time in sorting, B. F. Good- 
rich surgeons’ gloves have sizes marked 
in non-fading colors. Numerals are 
extra large and easy to see even when 
the wrist is turned back. 

New— Now you can get B. F.Goodrich 
surgeons’ gloves in the new hospital 
green color as well as in standard white 
or brown. A full range of accurate sizes 
assures exact fitting. 


drich 


Order B. F. Goodrich gloves from 
our surgical or hospital supply dealer. 


be B. F. Goodrich Company, Sundries 


Division, Akron, Obio. 


“MILLER” BRAND 


Surgeons 


B.F Goodrich 


INDUSTRIAL PRODUCTS 
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AS SOON AS DETERMINED 
ee ELECTED, SHOULD 


AMERICAN HOSPITAL ASSOCIATION 


Annual Convention—September 19-22; At- 


lantic City (Traymore Hote!) 

Midyeor Conference for Presidents and Sec- 
retaries of State Hospital Associations— 
February 6-7: Chicago | Palmer House) 


OTHER MEETINGS 
(NEXT 12 MONTHS) 


American Protestant Hospital Association— 
February 9-10; St. Louis (Hotel Jefferson) 


Catholic Hospital Association—May 21 -24; 


Milwoukee (Public Auditorium) 


REGIONAL MEETINGS 
(NEXT 12 MONTHS) 


Association of Western Hospitals—Apri! 
23-26; Seattle [Olympic Hotel) 

Carolinas-Virginias Hospital Conference— 
April 12-13: Roanoke {Hote!l Roanoke} 

Maryland - District of: Columbia - Delaware 
Hospital Association —November 7-9; 
Washington, D. C. (Shoreham Hotel) 


are all especially designed 
for convenience in con- 
junction with the use of 
B-P GERMICIDE. 


You can rely on 


B-P FORMALDEHYDE 
GERMICIDE ws... 


contains HEXAC MLOROPHENE (G-1!°) 


KILL vegetative pathogens and spore formers within 


5 minutes.” 


the spores themselves within 3 hours. 


KILL tubercle bacilli within 5 minutes.* 


*Trodemork of Sindor Corp. 


Used as directed, it will not injure keen cutting edges, aeugiee of 
hypodermic and suture needles, scissors and other ‘sharps’ . 


rust, corrode or otherwise damage metallic instruments. 


IT’S THE ECONOMICAL ANSWER towards keeping annual costs 
for solutions and instrument replacement and repairs at a minimum. 


May be used repeatedly if kept undiluted and free of foreign matter. 


Ask your dealer 


*Comparative chart sent on request 


PARKER, WHITE & HEYL, INC. 


Danbury, Connecticet, U.S.A. 


Middle Atlantic Hospital Assembly—May 
16-18; Atlantic City: (Convention Hall) 
Mid-West Hospital Association—May 9-11; 
Kansas City, Mo. (President) 

New Englond Hospital Assembly—March 
26-28; Boston (Statler Hotel) 

Southeastern Hospital Conference — April 
18-20; Miami Beach 

Tri-State Hospital Assembly—April 30-May 
3; Chicago (Palmer House) 

Upper Midwest Hospital Conference—May 
23-25; St. Paul {Auditorium} 


STATE AND PROVINCIAL MEETINGS 
(NEXT SIX MONTHS) 


Arizona—November 17-19; Tucson (Santa 
Rita Hotel) 

British Columbio—October 11-14; Vancou- 
ver (Hote! Vancouver) 

California—October 26-28; San Diego (San 
Diego Hotel) 

Colorado—October 25- 26; Denver. {Cosmo- 
politan Hotel) 

Connecticut Hospital Association—Novem- 
ber 9; New Haven (Auditorium, Southern 
New England Telephone Company) 

Florida Hospital Association—December 
7-9; St. Petersburg {Soreno Hotel) 

Illinois Hospita! Association-——-December | -2: 
Springfield (Abraham Lincoln Hotel) 

Indiana—October 12-13; Indianapolis (Stu- 

dent Union Bidg., Univ. of Indiana) 

Kansas—November 10-11; Topeka (Munici- 
pal Auditorium) 

Manitoba—October 18-20; Winnipeg (Royal 
Alexandra Hotel} 

Michigan—November |3-15; Grand Rapids 
(Hotel Pantlind) 

Mississippi—October 6-7; Biloxi (Hotel 
Buena Vista) 

Missouri Hospital Association — December 
12-14: St. Louis [Hotel Jefferson) 

Nebraska Hospital Association — October 
13-14; Lincoln (Cornhusker. Hotel} 

North Carolino—July 7-8; Asheville (Battery 
Park Hotel) 
Okiachomea—November 3-4; Tulsa (Mayo 

Hotel) 

Ontario—October 24-26; Toronto (Royal 
York Hotel) 

Oregon Association of Hospitals—October 
17-18: Gearhart {Hotel Gearhart} 

Hospital Association of Rhode Island—De- 
cember 8; North Providence {Our Lady 
of Fatima Hospital!) 

Saskatchewan—October 24-25; Saskatoon 
{Bessborough Hotel) 

South Dakota—October 11-12: Yankton 
(Msgr. Linke Memoria! Auditorium) 

Vermont Hospital Association—October |2- 
13; Montpelier {Pavilion Hotel) 

Virginio—November 10-11; Roanoke (Hote! 
Roanoke) 

Washington—October 
{Davenport Hotel) 

West Virginio—October |3-15; 
{Frederick Hotel) 


Spokane, 


AHA INSTITUTES 
(NEXT SIX MONTHS) 


Hospital Pharmacy Institute—August 22-26; 
Atlanta {Emory University) 

Night and Evening Nursing Service Institute 
—September 26-28; Boston (Somerset) 
Hospital Purchasing institute—October 10- 

14; Boston (Somerset) 
(Continued on page 154) 
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EXPLOSION-PROOF SUCTION | 
AND SUCTION-ETHER UNITS 


by the thousands in hospitals all over the nation | 


have demonstrated their ability to give you 
safe, convenient service. 


The attractive, quiet-running unit No. 927 at right 

3 is an excellent example. A double pump model for 

the heaviest duty, it provides precision-regulated 
suction from 0” to 25” and pressure from 0 to 

15 pounds. Or, for heavy-duty suction alone, specify 
cabinet unit No. 929, with the same quality and 

beauty as the “927”... both: listed by Underwriters’ 


Laboratories, Inc. and approved by CSA for use. 


in hazardous locations, Class 1, Group C. 


units proved in. service. 


820-H E. Ferry Street 
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THE SERVICE OF THE 


Ask your dealer for. Gomco— the 


PROFESSION 


GOMCO SURGICAL MANUFACTURING CORP. 
Bulfale ii, N. 
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PRESIDENT 
Frank R. Bradley, M.D., Barnes Hospital, St. Louis 10 


PRESIDENT-ELECT 
Ray E. Brown, University of Chicago Clinics, Chicago 37 


PAST PRESIDENT 
Ritz E. Heerman. Caltdornia Les Anodes 15 


TREASURER 
John N. Hatfield, Passavant Memorial Hospital, Chicago 11 


SECRETARY 
Edwin L. Crosby, M.D. American Hospital Association, Chicago 10 


Board of Trustees 


Frank R. Bradley, M.D., ex officio Gdliatoesdes 

Ray E. Brown, ex o 

H. M. Coon, M._D., University Hospitals, Madison 6 

John N. Hatfield, ex officio 

Ritz E. Heerman, ex officio 

C. C. Hillman, M.D., Jackson Memorial Hospital, Miami 36 

Robert 8S. Hudgens, Lynchburg Generai Hospital, 

Jack Masur, M.D.., surgeon general, ublic Heath 
Service, Washington 25 

William 8S. McNary, Michigan Hospital Service, Detroit 26 

C. Schabinger, R.N., DeEtte Harrison Detwiler Memorial 

Wauseon 3, Ohio 

Rt. Rev ——: George Lowe Smith, diocesan director of hos- 
pitais, Aiken, S. 

Tol Terrell, Shannon West Texas Memorial Hospital, San pre 

J. Gilbert Turner, M.D., Royal Victoria Hospital, Montreal 


Committee on Coordination of Activities 


Ray E. Brown, chairman 

Frank R. Bradley, M.D. ex officio 

Madison B. Brown, M. D., Hahnemann Medical College and 

Philadelphia 2 

Frank S. Groner, Baptist Memorial Hospital, Memphis 3 

Stuart K. Hummel, Columbia Hospital, Milwaukee 1i 

Abraham Oseroff, Hospital Service Association of Pittsburgh. 
Pittsburgh 19 

Oliver G. Pratt, Rhode Isiand Hospital. Providence 2 

Albert W. Snoke, M.D., Grace-New Haven Community Hospital, 
New Haven 4 

Mrs. Cecil D. Snyder, Kenosha Hospital, Kenosha, 

Lucius R. Wilson; M.D., Episcopal ospital, Philadelphia 25 


Council! on Administrative Practice 


Oliver G. Pratt, chairman 

Ww. vice chairman, Iowa Methodist Hospital, Des 
oines 

A. A. Aita. San Antonio Community Hospital, Upland, Calif. 

James P. Dixon, M.D., Department of blic Health, Philadel- 


phia 7 

Richard R. Griffith, Delaware Hospital, Wilmington 1 

Cari C. Lamley, Stormont-Vail Hospital, Topeka 1 

Charles G. Roswell. MacNicol, Roswell & Co... New York 7 

R. J. Stull, University of California Hospi San Francisco 22 

Richard D. Vanderwarker, enter for Cancer and 
Allied Diseases, New 2 

Ann 8S. Friend, secretary, 18 =. Division St.. Chicago 10 


Council on Association Services 


Stuart K. Hummel, chairman 
J. Harold Johnston, vice chairman, New Jersey Hospital Associa- 
Trenton 9 
Hubert W. Hughes, General Rose Memorial Hospital, Denver 20 
Mrs. Irene McCabe, Missouri Hospital Association, St. uis 8 
A. C. McGugan, University of Alberta rta Hospital, 
s. 4. oe. Waverly Hills. Tuberculosis Sanatorium, Waverly 
Ww. W. . el, M.D.. San Diego County General Hospital. San 


ego 
J. Stanley Turk. Ohio Valley General Hospital, Wheeling, W. Va. 
Brig. Alvena H. Wood, R.N., William Booth Memorial Hospital. 


Covington, Ky. 
Howard F. Cook, secretary, 18 E. Division St.. Chicago 10 


— 


Abraham Oseroff, chairman 
vice chairman, Blue Cross Plan for Hospital 
cago 
John R. Hill, treasurer, Tennessee Hospital Service Association, 
Chattanooga 2 
Kenneth B. Babcock, M.D.. Joint Commission on Accreditation 
of Hos capitals, li 


Rt. Rev. Msgr — . Barrett, archdiocesan director of hospi- 
tals, 

Arte vin, Minnesota Hospital Service Association, St. 
au 


Frank F. Dickson, Northwest H ital Service, Portland 7 
ne, Sarees, Associated Hospital Service of New York, ies 
or 


Robert C Jenkins, Akron Hospital Service, Akron 

Basil C. MacLean, M.D., commissioner of h itals. New York 
City Department of Hospitals, New York 1 

Walter R. eee Group Hospital Service, Dallas 1 

Carl M. Metz , Hospital Service Corporation of Western New 


Stanley H. ok Hospital Service Corporation of Rhode 
Island. Providence 2 
D. Lane Tynes, Blue Cross Hospital Plan, Louisville 2 
Wilson, Maritime Hospital Service Association, Monc- 
n 
Richard M. Jones, director, 425 N. Michigan Ave.. Chicago 11 


Council on Government Relations 


Lucius R. Wilson, M.D., chairman 

J. Douglas Colman, vice chairman, Johns Hopkins University and 
Johns Hopkins Hospital, Baltimore 5 

Ted Bowen, Methodist Hospital, Houston 25 

A. F. Branton, M.D., Baroness Erlanger Hospital, Chattanooga 3 

Edison Dick, Passavant Memorial Hospital, Chicago 11 

Hal G. Perrin, Bishop Clarkson Memorial Hospital, Omaha 5 

Lester E. Richwagen, Mary Fletcher Hospital, Burlington, Vt. 

Rt. Rev. Msgr. Charles A. Towell, diocesan direcior of hospitals, 
Covington, Ky 

Clarence E. Waunecott Latter-Day Saints Hospital, Salt Lake 


City 
Kenneth Williamson, secretary, Washington Service Bureau, Mills | 
Building. l7th St. and Pennsylvania Ave., N.W.., Washington 6 


Committee on Hospital Auxiliaries 


Mrs. Cecil D. Snyder, chairman : 
Mrs. Edmund H. Smith, vice chairman, Seattle General Hospital, 


Mrs. Fred C. Baldwin, University Hospitals of Cleveland, Cleve- 
n 

wos N. Blodgett, New England Medical Center, Bos- 
n 

Mrs. Toonag D. Brockway, Hospital of the Good Shepherd, Syra- 


Mrs. George C. Capen, Hartford Hospital, Hartford 15 

Mrs. James Enyart, lowa Methodist Hospital—Raymond Blank 
Memoria! Hospital for Children, Des Moines 14 

Mrs. Ye oe J. Kauffmann, Touro Infirmary, New Orleans 15 

Mrs. A. C. Rood, Presbyterian Hospital Center, Albuquerque 

Mrs. . B. Slack, St. Luke's Hospital. Denver 10 

Mrs. Alfred H. Taylor, Evanston Hospital, Evanston, Ill. 

One vacanc 

Elizabeth M. Sanborn, secretary. 18 E. Division St., Chicago 10 


Council on Hospital Planning and Piant Operation 


Frank S. Groner, chairman 
saan Fey Ferguson, vice chairman, University Hospitals, Cleve- 


Sister Mary Antonella, St. Joseph Infirmary, Louisville 8 
Clement C. Clay, M.D., Columbia ta , New York 17 
Brig. Gen. Elbert DeCoursey, MC, USA rmed Forces Institute 
. Pathology. Washington 25 

i Lone. Island Jewish Hospital, New Hyde 


Paul J. $ ncer, Lowell General Hospital, Lowell, Mass 

Ray E. russell, M.D.. Columbia niversity School of Public 
Health and Administrative Medicine, New York 32 

D. B. Wilson, M.D., University Hospital, Jackson 5. Miss. 

Clifford Wolfe, secretary, 18 E. Di on St., Chicago 10 


Council on Prepayment Pians ion Hospital Reimbursement 


Madison B. Brown, M.D., chairman 

R. K. Swanson, vice chairman, Swedish Hospital, Minneapolis 4 

7 Rev. Msgr. Edmund J. Goebel, archdiocesan director of 
ospitals, Milwaukee 12 

Ralph Hromadka, Santa Monica Hospital, Santa Monica 

Harry J. Mohler, Missouri Pacific Hospital, ‘St. Louis . 

James P. Richardson. Presbyterian Hospital. Charlotte 

Ph.D., Hospital Council of Philadelphia. Phila- 


wa K. Warren, ospital, Greenwich, 
James R. Neely, 18 E. Division St... Chicago 10 


Council on Professional Practice 


Albert W. Snoke, M.D., chairma 

Russell A. Nelson, M.D., vice chairmen, Johns Hopkins Hospital 
Baltimore 5 

Rev. Hector L. Bertrand, S.J.. Comité des Hépitaux du Québec, 
Montreal 8 

Lawrence J. Bradley, Genesee Hospital, Rochester 7 

seer. * R. Cadmus, M.D., North Carolina Memorial Hospital, 

ape 


1 Hill 
ae Sicont Hamilton, M.D., Hartford Hospital, Hartford 15 
Frederick T. Hill, M.D., Thayer H ae Waterville, Maine 


Karl S. Klicka, M.D.., Presbyterian ital, Chicago 12 
Sister M. Michael, R.N.., Misericordia ospital. Philadelphia 
ah H. Hardwicke, M.D., secretary, ars E. Division St.., 


cago 10 


Executive Staff 

Edwin L. Crosby, M director 

Maurice J. Norby Bo director 

Kenneth associa 

Malcolm T. MacEachern, M.D., director of professional relations 
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| Py I: 1) as the anesthetic 
of choice 


The largest producer of medical gases — Ohio Chemical’s 
diamond on the cylinder continues to stand for leadership in 
purity and dependable uniformity. 


Ohio has pioneered in the development of pure medical 
gases for over four decades. It was privileged to first make 
available commercially such agents as ethylene and cyclopro- 
pane. Just one more reason why Ohio has the reputation for - 
the finest medical gas supply facilities in the country. 


Ohio medical gases are truly the “anesthetic of choice” for 
the profession. 


For Medical Gases Bulletin, Form 2040, write Dept. H-7 


Ohio Chemical Pacific Company, San Francisco 3 
Ohio Chemical Caneda itd., Toronto 2 
Airco Company international, New York 17 
Cie. Cubofia de Oxigeno, Havana 
(All Divitions or Subsidiaries of Air Reduction Company, Incorporoted) 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 
MADISON 10. WISCONSIN 


At the frontiers of progress you'l! find Au Air Reduction Product... Airce: industrial gases, welding and cutting equipment, and acetylenic chemicals « Perece: Carbon dioxide, liquid © 
solid (‘'Dry Ice’’) * Okie: Medical gases and hospital equipment National Carbide: Pipeline acetylene and calcium carbide Colton Chemical: Polyviny! acetates, sicohols and other resins. 
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You can’t 
put kinder 


(less irritating) 


adhesive 
patient 


unwinds easily... 
won't wrinkle... 
leaves no 
mess 


TORE Ow ENP 


SAUER 


MINIMAL-IRRITATION Curity ADHESIVES Include Wet-Pruf® and Moleskin 
10 HOSPITALS 


| 
READY-CUT Rtapy-cut 
U.S.P U.S.P 
For convenience For maximum strength For Economy 
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(Sterile Thiopental Sodium, Abbott) 


Quick response to the surgeon's needs 
Reduced dosage of other agents 
Compatibility with all other agents 


Easily-controlled levels 
> Rapid, smooth induction 
Pleasant, swift recovery 


Where PenTornuat is used frequently, enough 
solution to last from 24 to 48 hours may be prepared with 


assurance of stability. PenrorHat is now available 


in a 5-Gm. multiple-dose container (250-cc. 
size) and a 10-Gm. container (500-cc. size).. ( ] iboett 


\ 
- 
: 
ad 
4 By 
\ / 3 
moment-to-moment control / P E N O H A L Sod lum 
a \ 
4 = 
| 


You 
kinder 


(less irritating) 


adhesive 


unwinds 
won't wrinkle... 
leaves no 

mess 


MINIMAL-IRRITATION Curity ADHESIVES Include Wet-Pruf® and Moleskin 
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(Sterile Thiopental Sodium, Abbott) 


Quick response to the surgeon's needs 
Reduced dosage of other agents 
Compatibility with all other agents 


Easily-controlled levels 
Rapid, smooth induction 
Pleasant, swift recovery 


Where PENTOTHAL is used frequently, enough 

solution to last from 24 to 48 hours may be prepared with 
assurance of stability. PEnToTHAL is now available 

in a 5-Gm. multiple-dose container (250-cc. 

size) and a 10-Gm. container (500-cc. size). ( ! Khot f 
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introducing te aubhors 


A hospital solves its and the American Association of 
staffing problems Hospital Accountants. 
by Gien Howell 


Mr. HOWELL is a member of the 
Hospital Survey and Construction 
Advisory Council for the State of 
Oregon and has been president of 
the Oregon Association of Hospitals. 


He is administrator of the Hood 
River Memorial Hospital, smallest 
fully accredited hospital in Oregon 
and has acted as consultant for 
many small hospitals. MR. HOWELL MR. IVY 


Mr. Howell is currently active 
as a member of the Institute Com- 
mittee of the Association of West- 
ern Hospitals and served as 
chairman of the AWH commu- Mrs. CONKLIN, like many of her 
nity hospital section in 1953. He Platteville neighbors, sees a sig- 
is also a member of the American nificant, direct area for service in 
College of Hospital Administrators her community’s _ five-year-old 


An auxiliary's 5-year effort 
‘by Margeret S$. Conklin 


INFORM CONTROLS 


Especially Important in 


the Summer Months 


An Aid in Control of 
Infant Diarrhea 


Terminal sterilization of formula at 230° 
calls for 10 minutes exposure. 


Several minutes of the 10 minutes are 
taken to heat the milk to full 230° and only 
during the remaining few minutes is the 
liquid held at this temperature. 


Efficiency of autoclave, size of load, 
steam head in lines, and other variable 
factors determine the speed of heating and 
the achievement of the minimum condition. 


However—there is now available a means 
of checking these factors—of making sure 
your formula is meeting the required con- 
dition. 


Send for free samples of Inform Con- 
trols. They will tell you just how efficient 


your terminal procedure really is. After 
SMITH & UNDERWOOD 
1847 North Main Royal Oak, Michigan 


Sole manufacturers Diack and Inform Controls 


hospital. She is one of the Plat- 
teville Memorial Hospital Auxil- 
iary’s active, en- 
thusiastic mem- 
bers and served 
the organization 
as president for 
three years. 
Typical home 
maker, her in- 
terests range 
from watching 
vn her two “‘tower- 
MRS. CONKLIN teenage 
sons play bas- 
ketball, to painting and sketching, 
to collecting china. But she still 
makes time for service; she also 
serves as coordinator of the com- 
mittee on auxiliaries of the Wis- 
consin Hospital Association; is 
vice-president of the Wisconsin 
Medical Auxiliaries, and public in- 
formation chairman of the Co- 
érdinating Council of the Badger 
Regional Blood Program. 


Blue Cross in the sandhills 
by Eva Tyler 


Mrs. TYLER is a teacher turned 


hospital administrator. It is through 


her “grass roots” approach to small 
hospital problems that she has 
made Sandhills General Hospital 
thrive. The hospital has been 
privately owned by the Tyler 
family, and a vital interest of Mrs. 
Tyler's for 20 years. She now 
operates it alone and says, “I have 
no family, just a hospital.”’ 

Her close cooperation with other 
business interests in the county 
have stimulated the community 
loyalty that backs Sandhills. For- 
mation of a local advisory com- 
mittee, consisting of two ranchers 
and a dentist, helped work out a 
plan to finance a new $100,000 
wing and an addition of 12 beds. 


Underscore the need for teamwork 
by Robert A. Ivy 


Mr. Ivy has broad views on the 
human aspect of hospital care, 
(Continued on page 154) 
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these diuretics 


conserve a precious 


hospital commoditys. time 


Initiating therapy in cardiac failure with 
injection of MERCUHYDRIN and then 
keeping the patient edema-free with oral 
NEOHYDRIN saves precious time for all 
personnel —time which can be utilized for 
so many important tasks in the daily hos- 
pital routine. 


Nurses’ work is simplified because de- 
_ pendable MERCUHYDRIN is stable, needs 
no preparation, is ready for immediate in- 
jection. And oral NEOHYDRIN frequently 
avoids the need for injections, permits 
patients to become ambulatory more 
rapidly, eases nursing care and shortens 
the hospital stay. 


standard for initial control of severe failure 


BRAND OF MERALLURIDE INJECTION ° 
sodium 


JULY 1955, VOL. 29 


for maintenance of the edema-free state 
TABLET 


NEOHYDRIN 


> MC. OF S-CHLOROMERCURI 


BRAND OF CHLORMEROD 
IN EACH TABLET) 


tr diuretic 


LABORATORIES, INC., MILWAUKEE |, WISCONSIN 


= 
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you can produce 
prompt, prolonged 
surface anesthesia 


with one application of 


NUPERCAINAL’ 


Contains Nupercaine® (dibucaine 
CIBA), one of the most 
potent and long-acting anesthetics. 


Effective in low concentration 
—sensitization rare (nonnarcotic 
—not related to cocaine or procaine). 


Useful whenever surface anesthesia 
is required—burns, surgical dressings, 
hemorrhoids, abrasions, etc. 


Ointment (dibucaine ointment c1Ba), 
- 1% Nupercaine in lanolin and 
petrolatum base. 


Cream (dibucaine cream CIBA), 
0.5% Nupercaine in water-soluble base. — 


Ophthalmic Ointment, 
0.57% Nupercaine in white — 
applicator-tip tubes. 


i A 
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REDUCE BREAKAGE... SPEED WRAPPING... 


HAND WRAPPING is OLD FASHIONED! 


WLOIL “Deer” Syringe Sterilizer Bags keep barrel and 


plunger safely separated in single container 


Exclusive “Duet” design encloses and protects hypodermic 
syringes right up to the moment of use. Two separated com- 
_ partments speed wrapping, prevent breakage, assure a com- 
pletely aseptic sterilization technique. Waterproof seams and 
wet strength paper resist autoclaving. 


Two sizes—2 & 5 cc, and 10 cc, packed in handy dispenser cartons of 500. 


PAPER & BAG CO. 


5221 NATURAL BRIDGE 


Order from your hospital supply dealer. 
PRO-TEX-MOR HOSPITAL DIVISION 


CENTRAL 


STATES 


ST. LOUIS 15, MO. 


‘Other PRO-TEX-MOR items for Hospitals 


“VINYL PLASTIC PILLOW 
AND MATTRESS COVERS 
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BEDSIDE 


WASTE DISPOSER 


ORDER PRO-TEX-MOR HOSPITAL 
PRODUCTS FROM THESE FIRMS! 


ARIZONA 
PHOENIX 


Supply Co. 
CALIFORNIA 
FRE 


rban 
Supply inc. 


Physicians 
INDIANAPOLIS” 
Curtis & 


LOUISVILLE 
Theodore Tefei 


MINNESOTA 
MINNEAPOLIS 
& Hospitals 
Ce. 


L 
Brown & Dey, inc. 
MISSOURI 
JOPLIN 


Ce. 
. W. Alben Company 
Surgico!l Co. 


NEW HAMPSHIRE 

MANCHESTER 

Coll's Medical 
Supplies 

NEW JERSEY 

EAST 
Corporation 

NEW MEXICO 


CANTON 

CLEVELAND 

Schueman 


MANSFIELD 
Caldwell & 
STEUGENVILLE 


Lelcy'’s Physicion 
Hospital Supplies 


UTAH 
SALT LAKE CITY 
Physicians Supply Co. 


mit 
WINNIPEG, MAN. 


gical 
Supply, Ltd. 
PUERTO RICO 
SANTURCE 
United 


HAWAII 


HONOLULU 


Bischoff's 
Vig pu Durbin Sergical PLAINS 
Supply Co. G & D Surgical & 
CONNECTICUT Drug Co. Inc. 
BRIDGEPORT OHIO 
HARTFORD 
Hi ®ARREL D. G. Stoughton Co. 
Intermountain 
Surgical Supply Co. Fidelity Medicel 
PLUNGER s Company Sewman Bros. Drug 
Positive Colonial Hospital 
Ceo. 
Sterilization Hospital Equipment Ge. 
Protection Mills Supply 
OREGON 
Doctor's Ceo 
INDIANA 
FORT WAYNE PENNSYLVANIA 
Wayne 
HAMMOND Co. 
Johnstown Physicians 
TENNESSEE 
CHATTANOOGA 
United States Hospi. Chattencoge Surgical 
Os. MEMPHIS 
Holscher's Physician & ry lnc. 
KANSAS 
Munns Medical Supply TEXAS 
Co. DALLAS 
WICHITA E. H. McClure Co. 
MAINE W. A. Company 
PORTLAND Spears 
BOSTON 
VIRGINIA 
Co. . 
ee Southern Medical 
| \ Lowell Medi Co 
A. Thompson inc. Shaw Co., lnc. 
MICHIGAN Shipman Co. 
NIPPLE COVERS DISPOSABLE BED PADS FLUSHABLE ingrom Co. Pr. 9. 
BED PAN COVERS a 
DISPOSABLE LINERS EXAMINATION CAPE EXAMINATION TABLE a 
FOR STEP-ON WASTE SHEETING 
RECEPTACLES 
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Your budget never had it so good — 


Solution bow! 
SM-134 — 7 Ot. Cap, 


Since 1926, Polar hospital ware has been brightened 
with stainless steel. This austenitic metal has also made 
clinical utensils indestructible in ordinary service and 
has greatly increased aseptic standards. 


Male Urinal 
No. SM-11 — 
1% Qt. Cap 


New uprigh 
Style, stands 


tical 
Now, Polar is extending these same material benefits ecg on sturdy 


to a new line of stainless ware made of lighter gauge 
steel. All of the basic advantages you want in stainless 
utensils are here. Even the finish is gleaming, lustrous 
and ever-bright. No detailing has been cut but the price. 
Frankly, literally . . . you'll discover that your budget 
has never had it so good. 


Ask the supply men who call on you about this new 
Polar Medium Weight line of clinical utensils; you'll find 
the best of them carry Polar Ware. | LL 


Pus Basin 
No. SM-10 — 26 


“3500 LAKE SHORE ROAD 


Polar Ware Co. SHEBOYGAN, WISCONSIN 


Merchandise Mart — Chicago 54 *123.S. Santo Fe Ave.  *415 Lexington Ave. *Designates office and warehouse 
Room 1100-1101 Los Angeles 12, California New York 17, New York Offices im Other Principal Cities 
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furniture, by Simmons... 


a theme that says Weleome 


For hospitals, a friendly atmosphere...a setting both warm 
and gracious. Theme unit furniture, styled by the noted in- 
dustrial designer, Mr.. Raymond Spilman, was designed espe- 
cially to meet the needs of those who serve the public. 


Simmons built, this handsome line of metal furniture is 
safe, sturdy, can be cleaned and maintained with utmost ease. 
Fashioned in modular units, Theme furniture makes use of 
available space with amazing efficiency—permits an almost 
limitless variety of arrangements and combinations. 


SIMMONS COMPANY 


Selecting from the broad range of Theme units, 
Mr. Roy Johnson, A.I.D., has created the 
lobby illustrated above, using side chairs, 
Recov sectional units, easy chairs, settees, 
sliding panel chests and tables with decorative 
Textolite tops. These are but a few of the 
Theme pieces available. | 


For complete information, see the 
Simmons office or agent nearest you, or write to 
SIMMONS COMPANY, Contract Division, 
Chicago 54. 


SHOWROOMS 


Chicago New York San Francisco Atlanta 
Dallas Columbus Los Angeles 


+ 
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you use medical gases, the answers to 


Do you know for a fact that there 
is no leakage problem with the () Yes 
cylinder gases you are now using? [| No 


Specially-designed valves, such as are 
used on Puritan Cyclopropane, Nitrous 
Oxide and Ethylene cylinders, are posi- 
tive assurance against any leakage. In 
addition, a new washer is attached to each 
cylinder to assure gas-tight connections. 


Do your gas cylinders match the 
rest of your operating room in effi- [] Yes 
cient appearance? [] No 


Puritan cylinders, kept smoothly painted 


in brilliant color-keyed jewel tones, not 
only permit instant content-recognition 
but also complement the neatness and 
efficiency of their surroundings. 


Have you been ordering gases from 
the same company (perhaps even 
from the same man) for year after () ¥® 
year? [] No 


Puritan Maid gas users have—our sales 
representatives have run up a really sur- 
prising total of years of continuous and 
conscientious service. 


these practical questions should interest you: 


When you come up against a puz- 
zler involving medical gases and 
equipment, does your medical gas 
man have the know-how to help () ¥® 
you out? [] No 


Tell a Puritan man what's wrong and 
he’ll comme up with the answer. Our rep- 
resentatives are thoroughly trained and 

- experienced in the mechanical aspects of 
medical gas usage, and are kept posted 
on information that may be helpful to 
you. 


Do you buy medical gases direct 
from a medical gas manufacturer 
or his authorized agent? [] No 


All authorized Puritan distributors must 
qualify as reputable sources of supply, 
‘delivering gases in their original con- 
tainers, insuring the utmost in product 


quality. 


Do you get prompt delivery of all 
gases ordered, for routine or emer- je Yes 
gency needs? | [] No 


To the best of our knowledge (and we’d 
know!) no urgent surgery or therapy has 
ever had to be postponed because of a 
failure in the delivery of Puritan gases. 


Does your gas supplier hold to the 
same high standards that you set (]) ¥®s 
for yourself? [] No 


Any company producing quality products 
must itself be “quality minded” all the 
way. The firms we buy from will tell you 
that Puritan buys only the best, in order 
to provide only the best for the users of 
Puritan Maid medical gases. 


If you answered ‘“‘yes’’ to every question, relax; you’re in good 


HELIUM, CARBON DIOXIDE ond mixtures of CARBON DIOXIDE-OXYGEN and HELIUM-OXYGEN 


hands. If you didn’t, why not talk things over with a Puritan 
representative? There are Puritan branch offices in most principal 
cities, and more than 600 Puritan warehousing distributors east 
of the Rockies; if you don’t happen to know the name of the 
Puritan supplier nearest you, write to us at the address below. 


URITE Compresseo Gas Corporation 


Specialists in the field of Medicol Gases — CYCLOPROPANE, NITROUS OXIDE, ETHYLENE, OXYGEN, 


General offices, 2012 Grand Avenue, Kansas City 8, Missouri 
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Dallas Columbus © Los Angeles 


EXCLUSIVE WITH MEAD... 


| 


FOR PARENTERAL INFUSION | 


Versatile 
... always safe 


Mead’s exclusive infusion system, 
constantly closed to room air, provides 
maximal control of asepsis at all times. 
The Mead filter* at the air inlet , 
sterilizes all incoming air, when vacuum 
is released, and throughout infusion. 


One-piece, solid rubber stopper, together 
with vacuum packing, doubly assures 
sterile, stable, non-pyrogenie solutions. 


*U. S. patent 2,568,108 ~ 


Shatter-proof dripmeter—easy to hold 
and easy to insert. 


Flexible rubber pump connects dripmeter 
and tubing, permits instant filling of 
dripmeter, and avoids troublesome air 
bubbles in tubing. 


ry 
q 
SERIES HOOK-UP | 
4, 
FOR CONTINUOUS INFUSION 


The Mead Series Hook-Up Unit permits 

instant attachment of additional 

infusion flasks. In prolonged infusions 

asepsis is assured by the Mead air-filter. | 
Incoming air is always filtered, 


These exclusive features, along with many 
others, represent Mead’s constant and 
intensive effort to provide the ultimate in 
refinement for patient protection and 


convenience in use. 


TAKE ADVANTAGE OF MEAD’S COMPLETE PARENTERAL LINE 


Amigen Levugen Dextrose Special Standard Parenteral Blood 
(protein) (fructose) Solutions Electrolyte Electrolyte Solution Flasks and 
Solutions Solutions Solutions Solutions Equipment Equipment 


AVAILABLE TO YOUR HOSPITAL FROM CONVENIENTLY LOCATED MEAD WAREHOUSES 


Division MEAD JOHNSON & COMPANY @ EVANSVILLE, INDIANA, 
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Continue reporting studies 
TO THE EDITOR 
Dear Sir: 


THE VERY INFORMATIVE and in- 
teresting article in the May issue 
of HOSPITALS on _ recirculating 
conditioned air in the operating 
room unfortunately contains an 
error which we wish to call to 
your attention. 

Under the heading, “Preventing 
Gas Accumulation,” the Public 
Health Service Hospital, Norfolk, 
Virginia, was listed as one of the 
installations where recirculation of 
air in surgery, is in operation. The 
fact is that 100 per cent fresh air 
is introduced into surgery at the 
Norfolk Hospital. 

We hope you will continue re- 
porting studies in this very im- 
portant field of air condition- 
ing and hospital procedures.—T. 
JosePuH HOGAN, chief, Construction 
and Maintenance Branch, Division 
of Administrative Management, 
Department of Health, Education 
and Welfare. 


_,.. would like very much to have 
the author’s bibliography and any 
further writings on the above sub- 
ject that you may have. 

I look forward to the articles 
on engineering and maintenance 
in HOSPITALS and would like to 
pass along my  praise.—KARL 
STANTON, superintendent of phys- 
ical plant, Menorah Medical Cen- 
ter, Kansas City, Mo. 


“Silent Partners” acclaimed 


TO THE EDITOR 
Dear Sir: 

ONE OF MY ASSOCIATES, who has 
a long and distinguished training 
in surgery, is highly critical of 
your picture story on page 79, 
May 1955 HOospPITALs. 

For years, surgeons have in- 
sisted that not more than one for- 
ceps be placed in a cylinder in 
order to preserve a meticulous 
aseptic technique in handling sur- 
gical dressings etc. You get no 


medal for showing two forceps in 


one cylinder. 


This does not, however, mean 
that we withdraw the kudos in 
our recent memo on The Pictures! 
—JACK Masur, M.D., assistant 
surgeon general, chief of the Bu- 
reau of Medical Services. 

In the memo referred to, Dr. Masur 


said : 

I liked “Silent Partners” very 
much indeed. Everybody on our 
staff felt it was beautifully done. 

Photographs by Mottar and cap- 
tions by Rivin deserve a prize. 


particularly impressed 


with the word and picture study 
in the May issue of HOSPITALS. 


The pictures were unique and . 


Arnold Rivin did a top job in 
writing the captions. It will be 
interesting to watch the reaction 
of your readers to this presenta- 
tion.—JoHN H. GorBy, administra- 
tor, La Mesa (Calif.) Community 
Hospital. 


THE May issue of HOSPITALS 
was one of the finest. We spent the 
better part of our last meeting of 
the administrative council discus- 
sing several excellent features. All 
our department heads read their 
own copies at home. 

All of us were impressed by 
“Silent Partners’—a word and 
picture study. This is excellent 
creative art and writing. Arnold 
Rivin has done himself proud, also 
the photographer. 

We should like very much to 
prepare a lobby display using 
copies of these photographs if 
available. We would append the 
poetical text.—HAaL G. PERRIN, ad- 
ministrator, Bishop Clarkson Me- 
morial Hospital, Omaha, Neb. 


Suggestions for legal division 
TO THE EDITOR 
Dear Sir: 

I NOTE WITH interest that the 
American Hospital Association is 
now in the process of developing 
a legal division. 


I have been the attorney for a 
rather large hospital for the past 
30 years; also, attorney for the 
Nebraska Hospital Association, 
Blue Cross and Blue Shield and 
other charitable institutions. Dur- 
ing this period, all sorts of legal 
problems have been presented and 
new ones are continuously coming 
into being due to the modern ad- 
vance of medicine, hospitals and 
the complexity of civilization in 
general. . 

It seems to me that this legal 
division of the AHA can be of 
great value to hospitals and at- 
torneys representing them as sort 
of a clearing house, in some re- 
spects, for court decisions. I have 
every decision of the Supreme 
Court of Nebraska that can pos- 
sibly affect hospitals, physicians, 
doctors and charitable institutions. 
However, there are many legal 
problems that have not yet reached 
our Supreme Court and which are 
current. I try to follow all the 
decisions of the Supreme Court in 
other states, but I am sure that I 
am missing quite a few. 

I do not know, of course, the 
plans for this legal division, but 
would suggest that it might be of 
value if attorneys for hospitals 
would send in to the division any 
Supreme Court decision of their 
respective states affecting chari- 
table institutions, physicians and 
doctors in general. Then, if an at- 
torney, who perhaps is engaged 
more in the general practice of law 
than this special line, is repre- 
senting a hospital and desires de- 
cisions upon an issue, they could 
be furnished to him. 

I for one would be glad, if such 
fits in with the AHA plans for this 


- legal division, to siphon in to the 


division any and all Supreme 
Court decisions of our state affect- 
ing any of these problems; and any 
district court decisions (which, of 
course, would not be much of a 


precedent). JoserH O. BuRGER, at- 


torney, 526 Kilpatrick Building, 
Omaha, Neb. 


HOSPITALS 


2 
i 
j 


Af, 


SALAS 


4 
y 


AL 
ISPS PAL 
SSS AI AL 


Apt 


fy 


Actually, there’s a tremendous variation in the 
quality of hospital gowns. On close inspection, 
you'll find some vital features in AMERICAN 
gowns— and you won't find all of them in any 
one of the others. | 

The thread with which AMERICAN gowns are 
sewn, for example, is 3-ply Egyptian yarn. It’s 
practically impervious to the frequent launder- 
ing and sterilizing that all hospital gowns must 
undergo. AMERICAN’S closing seams and sleeves 
have double-needle, reinforced flat stitches, 12 
to 14 per inch. Hems and yokes are single needle 
lock-stitched, 12 to 14 per inch. All stress 

_ points are heavy duty bar-tacked. 

It’s easy to overlook such quality features — 
and yet they mean the difference between com-— 
fort or discomfort—long wear or short. 

Whether it’s gowns or any one of a thousand 
things you use in your hospital, you'll find it 
pays to invest in AMERICAN quality. 


Suppliers of the best--fer the test 


GENERAL OFFICES EVANSTON, ILLINOIS 
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Plenty! Because improving the hospital care of — 


all patients demands personnel, equipment, sup- 
plies, and medications that cost more now than 
ever before! And with the tighter financial con- 
trol and greater efficiencies possible through 
IBM punched card accounting, hospital admin- 
istrators and business officials can better meet 
the growing demands on community hospitals. 


In the vital areas of financial control and over-all 
management, IBM Accounting Machines can 


give hospitals the orderly efficiency that is essen- 


tial to cutting administrative costs! What's more, 
IBM’s years of experience in Billing, Accounts 
Receivable, Collection Methods, Inventory 
Control, and Payroll Accounting are your assur- 
ance of expert service, as well as the finest in 
data processing machines. 

Call your local IBM representative, or write: 
International Business Machines Corporation, 
590 Madison Avenue, New York 22, New York, 
for details about streamlining your hospital’s 
accounting procedures. 


F DATA 
™| PROCESSING 


WORLD’S LARGEST PRODUCER OF DATA PROCESSING 
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PREDNISONE (metacortandracin) | | 


rheumatoid arthritis 


.. free of significant metabolic, 
water or electrolyte disturbances.” 


The higher therapeutic ratio of METICORTEN permits marked clinical 


benefits unaccompanied by many of the major undesirable actions charac- 


teristic of cortisone and hydrocortisone.'+ 


avoids sodium and water retention 

¢ avoids weight gain due to edema 

¢ no excessive potassium depletion 

¢ better relief of pain, swelling, tenderness; diminishes joint stiffness 

¢ lowers sedimentation rate even where cortisone or hydrocortisone ceases 
to be effective—“cortisone escape” 

* most effective in smallest dosage 


Bibliography 

(1) Dordick, J. R., and Gluck, E. J.: Preliminary clinical trials with metacortandracin in 
rheumatic diseases. Comparative antirheumatic potency, metabolic activity and hormonal 
properties, J.A.M.A., in press. (2) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 
157:311, 1955. (3) Barach, A. L.; Bickerman, H. A., and Beck, G. J.: Clinical and physio- 
logical studies on the use of metacortandracin in respiratory disease. I. Bronchial asthma, 
Dis. Chest, in press. (4) Schwartz, E.: Personal communication. 


brand of prednisone (metacortandracin). 
*T.M. 


SCHERING CORPORATION .- BLOOMFIELD, NEW JERSEY 


Choose 


DARNELL 


CASTERS & WHEELS 


..-FOR EFFICIENCY 
DURABILITY 


Look at all these advantages 


RUBBER TREADS ... a wide choice of treads 
suited to all types of floors, including Darnelip- 
prene cil, water and chemical-resistant treads: 
make Darnell Casters and Wheels highly 
to rough usage. 
RUST-PROOFED .. . by the Udylite process. 
Darnell Casters give longer, care-tree life wher- 
ever water, steam and corroding chemicals are 
freely used. 
STRING CUARDS .. 


. Even though string and 
ravelings may wind around the hub. these string 
guards insure easy rolling at all times. 

LUBRICATION .. . all swivel and wheel bear- 
ings are factory packed with » high quality 
grease that “stands Sy 
and water, 


DARNELL 
Angle. Doughnut 
and Strip 


BUMPERS 


ete line of 
Darnell offers institutional 


Ask for descriptive 
tg new Darnell products. 
° 


7 DARNELL CORPORATION, LTD. 
DOWNEY (105 ANGELES COUNTY) 
60 WALKER STREET, MEW YORK 19. NEW Yo 
36 NORTH CLINTON STREET, CHICAGO 4, 
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accreditation problems 


KENNETH B. BABCOCK, M.D. 


The material which follows has been prepared by the Joint Commis- 
sion on Accreditation of Hospitals, Dr. Kenneth B. Babcock, director, to 
provide authoritative answers to questions concerning accreditation. Ques- 
tions should be sent to the Joint Commission, 660 North Rush Street, Chi- 
cago 11, or to HOSPITALS for referral to Dr. Babcock and his staff. 


Does the Joint Commission on Accredi- 
tation of Hospitals require routine lab- 
oratory examinations? 

Routine laboratory examinations 
required on all patients on admis- 
sion should include a blood count, 
urinalysis and serological exami- 
nation for syphilis. The Joint Com- 
mission does not specify which 
type of blood count should be 
utilized but the minimum expected 
is a hemoglobin estimation. 

The serological examination may 
be omitted in obstetrical cases 
where the test has been performed 
during the prenatal career and the 
original report is incorporated 
within the record. It may also be 
omitted in recent re-admissions 
and in pediatric cases unless it is 
clinically indicated. 


In this respect, one must bear in - 


mind the requirement that each 
patient will have a physical exam- 
ination, a urinalysis and at least 
a hemoglobin estimation within 48 
hours of the administration of any 
anesthesia. Hospitals are particu- 
larly remiss in those patients who 
have “two-stage” operations per- 
haps ten days or two weeks apart. 


Does the Joint Commission on Accredi- 


tation of Hospitals approve of the use 
of “short forms” for medical records? 


Short form medical record for- 


mats are acceptable under certain | 


circumstances. These abbreviated 
forms may be used for admissions 
of 48 hours or less when these ad- 
missions are for minor conditions. 
The conditions in which such forms 
can be utilized should be deline- 
ated in the rules and regulations 
of the hospital staff. As a rule, 
such conditions include  cysto- 
scopies, D & Cs, simple fractures, 
tonsillectomies, and removal of 
sebaceous cysts—and similar pro- 
cedures. Obviously, many others 
may be included. 


It should be emphasized that 
any major condition, irrespective 
of the time of hospitalization, must 
have a complete and full medical 
record. 

In any instance, the information 
on the record must be sufficient to 
substantiate the diagnosis and jus- 
tify the treatment. The determina- 
tion of those conditions which 
should have had a complete record 
rests with the Medical Records 
Committee of the staff. 

The use of complete abbreviated 
records will be evaluated by the 
surveyor of the Joint Commission 
on Accreditation of Hospitals at 
the time of his visit. 

What are the recommendations of the 
Joint Commission on Accreditation of 
Hospitals regarding signatures on the 

medical records? 

First of all, initials are as valid as 
a full signature providing that the 
initials can be identified as be- 
longing to the physician involved. 
(For “rubber stamp’’ signatures, 
see the March, 1955 Bulletin of the 
JCAH.) 

Each clinical entry should be 
signed by the attending M.D. This 
includes the face sheet (usually 
comprising provisional diagnosis, 
final diagnosis, operation, and con- 
dition on discharge) as well as his- 
tory, physical examination, oper- 
ative report, progress notes and 
orders for treatment. 

The specialized reports such as 
pathology, radiology, anesthesi- 
ology, etc. are the responsibility of. 
those participants alone. 

To elaborate slightly, if the 
house officer (be he intern, resi- 
dent or paid house officer) takes 
the history, performs the physical 
examination, etc., his entries must 
be authenticated by the responsi- 
ble physician in charge with a 

(Continued on page 154) 
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7 Exclusive distributors of: 
SAMPSON HOSPITAL APPAREL AND 
ACCESSORIES, SAMPSON, SANDOW AND 
DRYTEX BATH TOWELS, BATEX AND BALCO 
HUCK TOWELS, DWIGHT ANCHOR SHEETS, 

PILLOW CASES, SHEETING AND MUSLIN 

 —«and other quality 
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When you save qT] M é 


FLEET ENEMA Disposable Unit 


NOW AT A NEW, LOWER PRICE 


40 sEcONDS 


It takes only 40 seconds to prepare and ad- 
minister a routine enema with the Fleet 
Enema Disposable Unit. Using cumbersome, 
old-fashioned equipment, preparation plus 
instillation plus “clean-up” and sterilization 
consumes 28.3 minutes. 


Only ENEMA Disposable Unit offers 


these conveniences . . . one hand administra- 
tion ... sanitary, individually sealed rectal 
tube .. . built-in rubber diaphragm to control 
flow, prevent leakage. 


Each individual 4% fi. oz. unit contains, per 100 | 


ce., 16 gm. sodium biphosphate, and 6 gm. sodium 

phosphate, an enema solution of Phospho-Soda 

(Fleet). . . gentle, prompt, thorough. | 

*From a soon-to-be-published time-cost study. 
“Phospho-Soda”, “Fleet” and “Fleet are 
registered trademarks of C. B. Fleet Co., Inc. 

Cc. B. FLEET CO., INC. > LYNCHBURG, VIRGINIA 


Manufacturers of “Phospho-Soda”, a lax- 
ative of choice for over half a century. 
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HOSPITAL ACE 
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RU B B E R oa the famous B-D “balanced weave” 

EL A STi Cc | in a heavy-duty bandage | 
HOSPITAL ACE costs less to use because it is more 

BANDAGE 


durable. It can be laundered repeatedly, yet retain elas- 
ticity... without “bunching” of filler material. Its balanced 
weave of rubber threads and long-staple cotton provides 
optimal stretch and body for uniform support throughout 
the affected area. Priced to fit hospital budgets. 


Available in special package for hospitals. 


|B-D] BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 


8-D AnD AcE. REs. v.s. PAT. orr. 
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epiderm 


surgeon's gloves 


for fast, accurate sorting 


Faultless Epiderm gloves are banded on the upper wrist 
in vivid colors to make sorting of sizes almost automatic! © 
Five different color bands identify sizes instantly .. . 
avoid errors, save time and trouble . . . tend to hold up 
glove more securely on sleeve of operating gown. Bands 
are fused inseparably to the glove—can’t loosen at edges. 
Faultless epiderm gloves are available in color-banded 
and rolled wrist styles, in white latex and brown latex. 
Finest gloves available — durable, economical — quality 
controlled from raw materials to finished product. Order 
from your surgical supply dealer, or send coupon for 
full information. 


The Faultiess Rubber Company, Ashland, Ohio 
Gentlemen: Please send full information about 


Epiderm Surgeon's Gloves, and name of nearest surgi- 
cal supply dealer. | 
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the Hospital 


McKesson Hospital Reference” 
Tired of digging through a pile of different catalogs and 


price lists to locate your pharmaceutical and drug needs? © 


HERE’S THE ANSWER! McKesson’s brand new Hospital 
Reference solves the problem, because it contains a great 
majority of all drug items used by hospital pharmacists. 
CONVENIENT AND COMPLETE. Here is the first really con- 
venient and complete drug buying guide created especially 
to meet the needs of the hospital pharmacist and purchasing 
agent. 
SCIENTIFICALLY COMPILED. The new book is the result 


A New McKesson Service for 
Pharmacist! 


of a special survey made in hospitals all over the U. S. by 
one of America’s leading hospital market research firms. A 
panel of over 120 hospitals helped to develop the list of hos- 
pital pharmaceutical items which is the basis of this helpful 
buying guide. 


THREE SECTIONS. The new Hospital Reference is alpha- 
betically arranged in three parts. Part I lists products by 
name, together with prices; Part II is a listing by manufac- 
turers, and Part III a listing by therapeutic class. 


Nore: If you are interested in this new Hospital Reference, 
write on your letterhead to McKesson & Robbins, Incor- 
porated, Hospital Dept. H-7, 155 E. 44th St., N. Y. 17, N. Y. 


McKESSON & ROBBINS, incorporated 


74 COMPLETELY STOCKED WAREHOUSES FROM COAST TO COAST 
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POLYCYCLINE 
CAPSULES 


= 


100 mg.— bottles of 
25 and 100. 
250 mg. — bottles of 
16 and 100. Ready for use 

requires no 


LABORATORIES 


SYRACUSE, NEW YORK 


£4 
+ 
> 
ta 
¥cycline ycycline 
3 Tetracyc!! reconstitution TETRACYCLINE 4? 
250 ma. per cc 
bottles of 30 cc —— 
| 


side 


BRISTC 


“LYCY CLINE 


= = 


POLYCYCLINE 
INTRAMUSCULAR 


For deep 


intramuscular 
injection. 


In single dose 


vials, 100 mg. 
per vial. 


Note these advantages: 


ORE EFFICIENT ANTIBIOTIC ACTION 

with POLYCYCLINE than with older analogues 

chlortetracycline and oxytetracycline. Polycycline 
is more soluble than chlortetracycline and is thus more 


rapidly absorbed and more widely diffused throughout 


the body. And, because Polycycline is also more 

stable in solution than either analogue, higher serum 
concentrations are achieved, even in the spinal 

- fluid, and these levels are maintained for a longer time. 


WIDE RANGE OF INDICATIONS for POLYCYCLINE 

.. similar to its older analogues. The broad-spectrum 
weitbiiants efficacy of Polycycline includes both 
gram-positive and gram-negative bacteria, as well as 
certain rickettsiae, large viruses, and organisms 


_ developing resistance to penicillin. 


FEWER SIDE EFFECTS induced by POLYCYCLINE 
than by either analogue. An important clinical advantage 
in the use of Polycycline is the greatly reduced 
frequency and severity of such reactions as nausea, 
vomiting, and diarrhea — which so often 


‘necessitate termination of treatment with older 


broad-spectrum antibiotics. 


Requires no refrigerator space — 


i POLYCYCLINE are stable 
for long periods 


For precision 
administration of small 
doses. 100 mg. Stock all dosage forms 
for the convenience 
with 
of your staff 


: dropper calibrated 
for 25 and 50 ing. 


Bristol 


since all dosage forms of 


at room temperature 
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HE Coordinating Committee and 
the Board of Trustees of 

the American Hospital Association 

ff Oe / have voted to recommend use of 

0 Ltld nole two forms by hospitals for report- 


ing patient information to com- 


mercial insurance companies. ies 
vote was as follows: 


recommended commercial insurance 


é pitals of a Group Hospital Insur- 
reporting forms ance Form (HAP-4) and the In- 


GROUP HOSPITAL INSURANCE FORM 


To Be Presented to the Hospital in Duplicate - ‘ 

... Hospital 

ured fo the lowing Gop Hep 
Benefits (in behalf of hi dependen dis ...) by 

(name) 
(name of ineucer) 3 
Benefits For Other Than Maternity Cases Benefits For Maternity Cases 

A. Hospital Room and Board (including general nursing services) Hospital Room and Board (including general nursing service) and 


Actual Hospital char f h 
of yo days. Room and Board (including general nursing services) 
. for each day of hospitalization up to 
B. Other Hospital charges for Hospital care and treatment (ex- 2. Other hee af charges for Hospital care and treatment (ex- 
cluding charges for nurses and physicians services) en — for nurses and physicians services) 
3 7 
The Stour requirement will be met if... 
Asove Certification Vaio 
(name and title) (date) 
(exception—miaternity cases) 
HOSPITAL COMPLETE THE FOLLOWING AND FURNISH COPY | 
If patient had other than Semi-Private Room 
Name of Patient Age indicate Semi-Private Daily Rate $ AE RAY 
A.M. | A.M. 
Admitted to Hospital on At P.M. Discharged on Ae 
Diagnosis from Records (If injury, give date and place of accident): 
(nature and date} 
HOSPIT AL CHARGES (Complete this section or attach copy of itemized bill showing type of enotsiinaitibiaten) fee : 
Ward . days at $ Total 
Room & Board Semi- 
[ } Private 
Anesthesia 
Operating or Delivery Room a 
Laboratory 
X-ray 
Dressing 
Other Charges Drugs ... 
EKG BMR .. 
Total $.... 
Taken from records on 19... Sigmed by . 


AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize the above named ead to release the information 


requested on this form. Date 


ASSIGNMENT OF INSURANCE BENEFITS: I hereby authorize payment directly to the above named hospital of the Group Hospital 

Benefits herein specified and otherwise payable to me but not to exceed the hospital's regular charges for this penod of hospitalization. I under- 

Signed 


Date 


(MaP-4) 


Pasiont (perent if miner) 


Psy 
1 
Insured 


dividual Hospital Insurance Form 


(IHF-1) developed in 1954 in the . 


interests of convenience and econ- 
omy for hospital reporting pa- 
tient information to commercial 
insurance companies, and that the 
use of other reporting forms, in- 


cluding those developed in 1949, 


be discontinued.” 
The following statement de- 


in regard to the use of these forms 
in hospitals: | 
“The American Hospital Associ- 
ation recognizes the need for uni- 
form and efficient forms for aiding 
hospital patients to receive reim- 
bursement under their hospital in- 
surance contracts. To that end, the 
Association has aided in the de- 
velopment of forms which it be- 


hospitals and which will meet the 
requirements of the insurance 
companies. The American Hospital 
Association recognizes that the 
liability of each insurance company 
must be determined by the com- 
pany, based on the facts of each 
case. The use of the approved 
forms does not constitute or imply 
any contract between hospitals and 


scribes the Association’s position lieves will be acceptable to most insurance carriers.” ad 
INDIVIDUAL HOSPITAL INSURANCE FORM 
Hospital Complete and furnish copy 
ADDRESS 
(Street and Number) (City) (State or Province) 
RELATIONSHIP 
A. M. A. M. 
Admitted to Hospital ..P. M. Discharged On At P. M. 
Complaint 
Diagnosis From Records (If Injury, Give Date and Place of 
Operations or ric | 
HOSPITAL CHARGES (Complete this section or attach copy of itemized bill showing type of accommodation) 
\X-Ray 
$.. 
Address 
Taken from records on.............. 
AUTHORIZATION TO RELEASE INFORMATION: [hereby authorize the above named hospital to release the information 
requested on this form. 
; Patient (Parent if « Minor) 
ASSIGNMENT OF INSURANCE BENEFITS: | hereby authorize payment directly to the above named hospital of the 
Hospital Benefits otherwise payable to me but not to exceed the hospital's regular charges for this period of hospitaliza- 
tion. I understand I am financially responsible to the hospital for ges not covered by this assignment. 
Policyholder 
(1HF-1) 
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new hospital package 


box of 500 


CLINI TEST reagent tablets 


individually sealed in foil 


Protected until moment of use 

Hermetically sealed against moisture, individually 
foil-wrapped Clinitest Tablets cannot be harmed by warm, 
humid weather or by careless handling. 


Convenient . 


Clinitest Sealed-in-Foil Tablets can be kept on hand 
for immediate urine-sugar testing for floor, ward or clinic use. 


Economical | 
This new package makes possible the economy of quantity 
Clinitest Reagent Tablets buying, together with the protection of individual foil-wrapping. 
2158) and Waste is eliminated—tablets may be dispensed as required. . 
Box of 24 (No. 2157). | | 
Order through AMES DIAGNOSTICS 
Adjuncts in Clinical Management | 


AMES 


COMPANY, INC., ELKHART, INDIANA of Cansitn, Tesente 
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TEMPERATURE CONTROL PROBLEMS 
in the SMALLER HOSPITALS? 


No other type of building presents such a diversified array 


of temperature and humidity control problems as the | 


modern hospital with its operating and delivery rooms, re- 

covery rooms, laboratories, nurseries, special treatment 

_ rooms, private rooms, and many others. . . each with its own 
particular requirements. 

The larger institutions have no monopoly on these prob- 
lems. Or on their successful solution! It is perfectly true, of 
course, that most of the nation’s larger hospitals depend on 
Johnson Control because Johnson has always provided them 
with the ultimate in automatic temperature and humidity 
regulation at the lowest possible operating cost. 

But it is equally true that Johnson Control provides un- 
told hundreds of small hospitals with the same degree of 
control accuracy and large fuel savings enjoyed by the 
larger hospitals. 


ENGINEERED BY SPECIALISTS 


Why is Johnson Control so much better for the small 
hospital as well as the large hospital? The reasons are 


simple. First, Johnson has over 70 years’ experience in 


solving the temperature regulation problems of all kinds 
of hospitals—more specialized experience than anyone else! 

Second, every Johnson System, small or large, is es- 
pecially planned to meet the exact needs of the particular 
heating, ventilating or air conditioning installation. And 
only Johnson’s own full-time engineers and mechanics plan 
and install Johnson Control Systems. Each installation, 
whether it involves a single operating room or an entire 
hospital, is made exactly as planned. As a result, Johnson 
Control is unsurpassed for accuracy, dependability and 
economy. 


IMPORTANT SAFETY FEATURE 
Third, Johnson Control meets the most rigid hospital safety 
standards. Because it is pneumatically operated, it is com- 


pletely safe, even in the presence of explosive gases. 
Whether you are planning a new building or modernizing 
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an existing hospital, why not look further into this matter of 
automatic temperature and humidity control? Get al// the 
facts on these and the many other superior features of 
Johnson Control from a nearby Johnson engineer. He will 
gladly make recommendations without obligation. 


Supersensitive Johnson In- 
dividual Room Thermostats 
constantly maintain each 
space at the prescribed 
comfort or therapeutic tem- 
perature level. In vital 
areas, Johnson Humido- 
stats insure correct humid- 
ity levels and guard against 
static electricity. 


JOHNSON. CONTROL 


TEMPERATURE AIR CONDITIONING 


PLANNING * MANUFACTURING * INSTALLING + SINCE 186865 


JOHNSON SERVICE COMPANY 
507-W East Michigan St., Milwaukee 2, Wisconsin 


I'd like more information about Johnson Automatic Temper- 
ature Control for hospitals. 


NAME 


ADDRESS 


CITY & STATE 
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Conductive flooring in corridor 


We have recently installed new con- 
ductive flooring in our delivery and 
surgical suites. However, it has now 
been suggested that this same flooring 
should be extended into the adjacent 
corridors. Is this necessary for a max- 
imum of safety? 

Yes, it is recommended that you 
carry the conductive flooring into 
the corridor area outside the op- 
erating or delivery suites that open 
thereon. If you will refer to NFPA 
Bulletin #56, “Recommended Safe 
Practice for Hospital Operating 
Rooms,” you will find specific ref- 
erences to this subject in section 
A-2-2 (d).—CLIiFrrorD WOLFE. 


Departmental relationships 


Our hospital is presently complet- 
ing its new building program. We are 
interested in obtaining information as 
to how other hospitals have answered 
the question concerning relations be- 
tween the dietary and housekeeping 
departments. Does the housekeeping 
department assume any responsibility 
for taking care of the kitchen and 
dining areas or does this job fall en- 
tirely in the hands of the dietary? If 
housekeeping carries on this proced- 
ure, to whom are the employees of this 
department responsible when they are 
on the dietary department? Or is this 
task of cleaning and waxing floors in 
the kitchen and dining areas delegated 
to one of the dietary personnel with 
no interdepartmental codédperation at 
all? Does past experience indicate that 
this particular situation calls for more 
“intra” rather than “inter” depart- 
mental planning? 

We cannot find, in a scrutiny of 
the literature, any definite pattern 
as to the dietary areas which the 
housekeeping department claims 
and the inter departmental rela- 
tionships that exist. However, in 
almost every instance that we 
found, housekeeping personnel 
who clean and wax floors in the 
kitchen and dining areas, for ex- 
ample, are responsible to the 
housekeeper. In several small 
studies that have been done, 
housekeeping employees have been 
closely involved in the cleaning 
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and waxing of cafeterias. This is 


less true of cleaning kitchens. 


We do know of a few hospitals 
that have combined the house- 
keeping and dietary functions 
under one head. Actually, it is es- 
sential, regardless of the organ- 
izational pattern decided upon, 
that there be a spirit of coopera- 
tion stemming from the hospital 
administration down to the de- 
partment heads and throughout 
the whole organization.—JOSEPH 
A. WILLIAMSON. 


Public relations materials 


I am now working on plans for our 
annual fund-raising appeal. Your 
book, “Telling Your Hospital’s Story” 
has been helpful in developing these 
plans. Do you have any “canned kits” 


for radio or TV presentations? 


I regret that we do not have 
“canned kits” of the type you de- 
sire. However, I would call your 
attention to the film, “You’re the 


Doctor,” which is listed in the Cat- 


alog of American Hospital Asso- 
ciation Services. As the catalog in- 
dicates, this film (16 mm, or 35 
mm. black and white, sound, 18 
minutes) is on loan from the 


.American Hospital Association at a 


rate of $4 for three days. Prints 


may be purchased from the Asso-— 


ciation at $40 for the 16 mm. and 
$75 for the 35 mm. film. 


The film emphasizes the im- 
portant role played by the hospital 
in community life and emphasizes 
the various professional services 
available to patients in the hospi- 
tal. It is suggested for use in fund- 
raising campaigns and also to help 
interpret the hospital to the com- 
munity. It could be shown to any 
community group, such as service 
clubs, church organizations, 
schools and also the women’s aux- 


iliary. This film has been cleared © 


for television. 

Another aid in telling the hospi- 
tal story in the community is the 
“At Your Service” series of 13 
quarter -hour transcribed radio 
dramatizations. These may be bor- 
rowed from the American Hospital 


Association library. The Associa- 
tion is now engaged in negotiations 
to make available on tape its 
dramatic sketch, “A Walk in a 
City,” broadcast on May 8 as part 
of the National Hospital Week ob- 
servance. As soon as these negotia- 
tions have been completed, further 
information will be carried in one 
of the Association publications. 
DANIEL S. SCHECHTER, assistant 
director of public relations. 


Post-operative morbidity 
In regard to monthly and annual 
reports, the question as to what con- 


stitutes post-operative morbidity has 


arisen on numerous occasions. Up to 
this time, we have been using the defi- 
nition of post-partum morbidity, 
which, of course, would give us a high 
incidence of post-operative morbidity. 

As an example of our problem, 
quite a few hysterectomy patients will 
have “a temperature of 100.4°F. oc- 
curring on any two of the first ten 
days post-operative exclusive of the 
first 24 hours.” However, according to 
some doctors, this is not unusual in 
such major surgery and should not be 
defined as morbidity. 

value, especially on comparative basis 
throughout the hospital field, a defini- 
tion is to be desired. We would very 
much like to be consistent and so re- 
quest your help. 

Your question is a isi one, and 
you are quite right in stating that 
if figures are to be of value on a 
comparative basis uniform defini- 
tions are necessary. 

I think, however, that there is 
a difference between the obstetri- 


cal morbidity rate, for which there 


is a generally accepted definition 
laid down by the Committee on 


Maternal Welfare, and post-opera- | 


tive infection rate. With regard to 
the latter, the information usually 
called for in medical audits, and 


looked for by the Joint Commission 


on Accreditation of Hospitals, is 
the number of post-operative in- 
fections occurring in previously 
non-infected cases. An infection 
can occur without fever (stitch 
infections are an example). Yet a 
minor infection causing no fever 
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Visit brand new Lankenau Hospital and you'll see... 
how Castle’s all-Monel and Nickel-Clad sterilizers 
dovetail into good hospital planning © 


Speed for Surgery. This all-Monel team 
provides fast sterilizing service for two 
operating rooms. At left, Castle’s new Hi- 
Speed instrument unit. At center, sterile 
water supply. In recess, a vertical instru- 
ment washer-sterilizer. Easy-to-clean Monel 
shortens clean-up time. Also permits rapid 
heating and fast cooling. 


Service areas 
shown are housed 
in central section 
of Lankenau Hos- 
pital . (Overbrook, 


Pa.) They were planned with the help of 
Castle’s Hospital Planning Service ... a 
free service available to you through Castle's 
local office. Write Wilmot Castle Co., Box 
629, Rochester 2, N. Y. for information on 
all-welded Monel and Nickel-Clad sterilizers. 
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Versatili 
High capacity all-Monel and rectangular 
Nickel-Clad units accept varied loads. 
Thermatic Controls and Recording Ther- 
mometers give supervisor full-automatic, 
attention-free operation. Monel and Nickel- 
Clad Steel prevent corrosion and stains, 
permit easy cleaning. 


Volume for Formula Rooms. This 
large, Nickel-Clad sterilizer opens into both 
sterile and non-sterile formula rooms. . . 
handles peak loads easily. Its Nickel-Clad 
chamber and doors resist lactic acid and 
hospital solutions. 


Nickel Alloys 


Nickel-Clad Steel and Monel 


... for low maintenance sterilizers 


The INTERNATIONAL NICKEL COMPANY, Inc. 67 Wall Street New York 5, N.Y. 
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could have been a serious one. On 
the other hand, not all fever is 
caused by infection (dehydration 
is a frequent cause in children), 
and I believe your doctors are right 
that occasionally post-operative 
fever of mild degree may occur 
without any evidence of infection 
on the most careful search. 

The Joint Commission is in- 
terested in knowing whether, in a 
given hospital, all apparent infec- 
tions are promptly reported to the 
administration and whether they 
are investigated. It is the physician 
who, after investigation, decides 


whether or not infection is present. 
The Audit or Medical Records 
Committee can then review the 
presented findings and decide 
whether or not it agrees. The final 
infection rate would then be the 
ratio of infections to the operations 
done in the period under study. 
The “Manual for Medical Record 
Librarians,” by Edna Huffman 
(1952 edition) states, “As there 
is no surgical standard of mor- 
bidity comparable to the obstetri- 
cal standard, any redness of 
wound, drop of serum or other in- 
dication of infection should be re- 


NEW... 


Gull Color 


Ceramic Tile 
Booklet 


heips plan better hospitals 


Shows how you can have... 


| 


Economical Maintenance 

Operating Room Safety 

Perfect Sanitation 

Permanent Beauty 
with ceramic tile. 
This new booklet contains color 
photographs of many hospital 
installations. Invaluable in planning 
new construction or remodeling. _ 


Send for your free copy today! 


AMERICAN-OLEAN TILE CO. 
112 Cennen Ave., Lensdole, Pa. 


Zone Stote 


ported by the supervising nurse or 
intern.” This manual also contains 
a form for the reporting of an ap- 
parent infection. 

The most important aspect of 
the study of infections occurring 
in the hospital is their prevention. 
While it is good to know that one’s 
hospital is apparently doing as 
well as its neighbor, there is a 
more important question to be 
asked—‘“Was this infection pre- 
ventable, and what should we do 


_to prevent another like it’”—SARAH 


H. HARDWICKE, M.D. 
Hospital and mortician 


Have you any information on the re- 


_lationships of the hospital and the 


mortician ? 

There are several articles in the 
literature giving methods which 
have developed good working re- 
lationships between the hospital 
and the mortician. These are avail- 
able from the Library of the 
American Hospital Association. 

We would also refer you to two 
booklets: (1) “Manual of Proce- 
dures Upon the Occurrence of a 
Death in Hospitals of the New 
York Metropolitan Area,’ prepar- 
ed by a joint subcommittee rep- . 
resenting the New York Academy 
of Medicine, the New York Path- 
ological Society, the Greater New 
York Hospital Association and the 
Metropolitan Funeral Directors 
Association; and (2) the “West 
Virginia Standard Code of Nec- 
ropsy or Autopsy Procedure,” ap- 
proved and published by the West 
Virginia State Medical Associa- 
tion, Hospital Association of West 
Virginia, Association of-Patholog- 
ists of West Virginia and the West 
Virginia Funeral Directors Asso- 
ciation.——HELEN YAST. 


Advantages in being 
| approved Plan 

What are the specific advantages to 
a nonprofit hospital service plan in 
becoming an approved Blue Cross 
Plan? 

Acceptance by the American 
Hospital Association as an ap- 
proved Blue Cross Plan is of-ad- 
vantage in three important ways. 

IT OFFERS NATIONAL MECHANISMS 
FOR BENEFITS AND COVERAGE WHICH 
ARE BEYOND THE SCOPE OF AN INDI- 
VIDUAL PLAN. These are: 

@ The Inter-Plan Bank, which 
enables Blue Cross_ subscribers 
hospitalized away from home to 
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Exclusive "Hide-A-Way” Tilt Gives 
You Clear-Table Radiography 


This new DIAgnostic FLEXible X-ray unit was specially designed 
with the knowledge and recognition that radiography constitutes 
the major use of any X-ray table. And it still includes exceptional 
fluoroscopic facilities. With the fluoroscopic tower and screen 
easily and safely attached to the head end plate, the table is com- 
pletely free of obstructions that normally interfere with tubestand 
travel. Diaflex represents the ultimate in radiographic convenience. 


DIAFLEX for the hospital, the clinic and specialists 
groups—at moderate cost. 


This motor-driven unit is adaptable to generators of any capacity. 
Diaflex is intended for either single or dual tube use. Using the 
single tube unit, the tubehead can be moved from fluoroscopy to 
radiography with the table at any degree of tilt. 


Clear-Table Radiography 
Plus All Fiyoroscopy 


Why not get all the details on the Diaflex today? Call your local 
Westinghouse X-ray representative at any time, or fill in the handy 
coupon below. : 


4 Westinghouse Electric Corporation 
you cAn BE SURE...1F ITS X-ray Division, Dept. H-09_ 
2519 Wilkens Avenue 
Baltimore 3, Md. 


Yes, I'd like more information on the Diaflex. 
Please send details. 


lone... . Sete. 


~ 
— 
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receive benefits under the regular 
schedule of the “host” Plan. 

® The Inter-Plan Transfer 
Agreement, which provides for 
automatic transfer when a sub- 
scriber moves from one Plan area 
to another. 

® The Local Benefit Agreement 
for National Accounts, which guar- 
antees local benefits to employees 
of national organizations, wher- 
ever they reside. | 

® Health Service, Inc., through 
which it is possible to provide 
national accounts with uniform 


benefits in every area. 

IT STRENGTHENS FUNCTION AND 
IMPROVES PUBLIC RELATIONS AT THE 
LOCAL PLAN LEVEL, through: 

® Identification with the Ameri- 
can Hospital Association. To the 
Plan’s hospitals, this signifies that 
standards of service and operation 
are high; to the public, it signines 
that the Plan offers the best meth- 
od, recommended by the Associa- 
tion, for budgeting the cost of hos- 
pital care. (Only approved Plans 
may use “approved by the Ameri- 
can Hospital Association” in ad- 


Unequalled 
high diagnostic 
quality films 


at lower cost 


with 


INQUIRE OF YOUR X-RAY EQUIPMENT 
SUPPLIER — First units of the Fairchild- 
Odelca Mode! X-70S Photofivorographic 
Camere will be ovailable for ivery 
by next fall. For complete information, 
contect your X-ray equipment 
Camere and in- 


OUIPMENT RACCESSORIE 


FAIRCHILD-ODELCA 70MM 


PHOTOFLUOROGRAPHIC 
CAMERA 


The new Fairchild-Odelca Model X-70S Super- 
Speed camera produces photofluorographic 
negatives of unequalled diagnostic quality with 
% the exposure time required by present cam- 
eras. Read these features: 

@ SHORTER EXPOSURE TIME 

High working aperture of f/0.8 produces re- 
sults comparable to existing PF units with 
much lower tube current and short exposure. 
@ ELIMINATES RETAKES 

Model X-70S photofluorographs provide diag- 
nostic information comparable to. full size 
radiographs. Efficient for both diagnostic and 
mass survey applications. Approximately three 
times increase in resolution on the negatives. 
© AUTOMATIC SAFETY DEVICES 

The apparatus interlocks against exposure un- 
less: 


a. Film is transported after exposure. 

b. Patient's card is in holder. 

c. Record card is changed between expo- 

sures. 

d. Dark slide is removed from aperture. 
@ FOOLPROOF IDENTIFICATION 
Data on patient's card is reproduced at 6.4:1 
ratio on lower edge of negative. 


vertising, stationery and publica- . 


tions, and may include the Asso- 
ciation seal in the center of the 
Plan insignia.) 


Association services available 


only to member Plans. _ 

@ Central research and infor- 
mation services from the Blue 
Cross Commission—statistical re- 


ports on other Plans’ experience, 


consultation on specific problems, 
literature exchange service, public 


relations kits and enrollment aids. 


IT STRENGTHENS THE ROLE OF VOL- 
UNTARY PREPAYMENT IN FINANCING 
HOSPITAL CARE THROUGH A UNIFIED 
NATIONAL APPROACH: | 

@ Each Blue Cross Plan par- 


ticipates in the determination of. 


national Blue Cross _ policies— 
through the Blue Cross commis- 
sioners elected by local Plans at 
their district meetings, through 
direct action by all Plans in the 
Annual Conference of Blue Cross 
Plans, and through Blue Cross 
delegates elected to the American 
Hospital Association at that Con- 
ference. 

@ Each Plan benefits from a 
national approach to problems of 
coverage for special population or 
employee groups. Such coverage 
can be completely achieved only 
when all areas are covered by 
Plans and when all Plans partici- 


- pate in unified: national action. 


When a Plan is approved, it is 
serving notice that Plans and hos- 
pitals are supporting similar in- 
terests and are true partners in 
the provision of the best health 
care in the world through a vol- 
untary system.—JAMES R. NEELY. 


Payment of reimbursable costs 


Our state hospital association has 
been asked to attempt to secure en- 
abling legislation which would make 
effective a cost reimbursement to hos- 
pitals which render service to clients 
of the various state agencies. What do 
you suggest that we do in order to 
draw up an effective proposal to sub- 
mit to our state legislature? 

The matter of drafting the legis- 


lation to provide for reimbursable 


cost should be comparatively sim- 
ple. It would probably involve 
nothing more than a very minor 
change in wording in some of your 


existing laws. Your own attorney 


could adequately take care of this 
after a very brief study of the laws 
affecting hospitals in your state. | 

The more complicated matter is 
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Want control for 
Water Heaters or 
Heat Exchangers? 


FLOWRITE 


One of Powers 


Control Valves. 
They‘re simple, 
sturdy and 
dependable. 


You Will Insure Better Temperature Control IF— 

f)})\ you use the right type regulator and proper size 
P control valve. Whether a simple self-operating 
regulator shown at left is required or the air 
operated controls featured here .. . you can get 
both types and others from Powers. For further 
information call or write our nearest office. 


Powers ACCRITEM Temperature Regulator and 
FLOWRITE Valve—the right combination for 
many control problems where pressure and 
load conditions fluctuate widely, also for 
control of large size valves. 


Over 60 Years of - 
Temperature and 


Control Point Air or water 
easily rated 
Ranges 
50 to 250° F—150 to 350°F 


ACCRITEM TEMPERATURE REGULATOR 


Gives Close Control and Years of Dependable Service. 


¢ Has Adjustable Throttling Range and Calibrated Dial. 


¢ Simple, Durable Construction assures years of trouble- 
free service. 


© Easy to Install ©* Direct or Reverse Acting, revers- 
ible on the job. 


© Small Size: Regulator head is 2%” wide, 3%” high, 
bulb is 12” long with 42” IPS Connection. 


a Fully Described in Bulletin 316. Write for a copy. 


POWERS 


a 


BOILER 


INSTANTANEOUS 
HEATER | 7 
“ow CONTROL 


SUBMERGED HEATER | 


™~ 
oF 


THE POWERS REGULATOR COMPANY | 
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TWO -TEMPERATURE POWERS 7 
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HIGH TEMPERATURE WATER 10 
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that of providing some uniform 
method of arriving at cost. This 
will involve the institution of some 
kind of uniform accounting system 
by all hospitals receiving state aid. 
It also involves the opening of 
hospital books for inspection by 
the state. For information on how 
the various states have set up a 
method for arriving at uniform 
cost figures, I would suggest that 
you consult the hospital associa- 
tions in some other states. 

In Connecticut, for example, the 


state by statute required all hos- 
pitals receiving state aid to install 
the uniform system of accounting 
recommended by the American 
Hospital Association. The statute 
provided that the rate to be paid 
the hospitals would be the actual 
cost to each hospital for room, 
board, ordinary nursing care and 
routine medications. A hospital 
cost commission was set up, com- 
posed of the comptroller of the 
state, the commissioner of health 
and the welfare commissioner. The 


TYGON surgical TUBING is virtually 
a flexible glass. Bending, twisting, con- 
forming to the slightest touch, it also 
is highly translucent, non-reactive, and 
non-toxic. TYGON is practically inert to 
a wide range of acids, alkalies, oils, 
greases, solvent and water. It is ideally 
suited to hospital laboratory use. 


TYGON can be completely and re- 
peatedly sterilized with steam or bacteri- 


cides. It shows no reactivity with whole 
blood, blood plasma, saline, glucose, or 


other delicate solutions. It contains no 


pyrogen producing bodies. It does not 
coat. It drains free. It flushes clean 
easily. 

TYGON has the widespread approval 
of surgeons and hospitals. Its full flexi- 
bility, ease of handling, and long life 
make it an effective, economical medium 
of transmission for all laboratories. 


PLASTICS AND SYNTHETICS DIVISION 


THE UNITED STATES STONEWARE CO 
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commission establishes annualiy 
the cost of services for which pay- 
ment is made to the hospitals and 
prescribes uniform forms on which 
state-aided hospitals report their 
costs. 

Last year, the state of Massachu- 
setts passed legislation authorizing 
reimbursable costs to hospitals 
providing care to state-aided bene- 
ficiaries. The plan became effective 
January 1 of this year. Massachu- 
setts hospitals are now in the proc- 
ess of setting up some system of 
uniform accounting, and their ex- 
perience might afford you some 
valuable information in planning 
your own system.—M. J. FOSTER. 


Charging solutions to 
proper account 


In the American Hospital Associ- 
ation’s 1950 handbook describing uni- 


form chart of accounts, why are in- — 


travenous solutions debited to account 
643 (Medical and Surgical Service) 
rather than 644 (Pharmacy)? The 
income derived from their use is 
credited by us to pharmaceuticals. 

Intravenous solutions were deb- 
ited to account number 643 be- 
cause it was agreed that hospitals 
generally would include solutions 
expense as part of their medical 
and surgical service. Many of the 
small hospitals charge the phar- 
maceutical account (number 644) 
with the solutions and then credit 
the income from them to pharmacy 
revenue. If the solutions are under 
the control of your pharmacist or 
the person in charge of your drug 
room, there is nothing wrong with 
this procedure. Of course, this 
should be kept in mind when you 
are comparing your financial state- 
ments with other hospitals which 
would be charging solutions to ac- 
count number 643. 

We also understand that some 
hospitals charge solutions to the 
laboratory account because they 
are under the control of the path- 
ologist and are dispensed through 
the laboratory. We would suggest 
that under account number 643 it 
might be advisable to set up a sub- 
account entitled “Solutions” such 
that you can isolate the expense. If 
you are charging solutions to 
either pharmacy or the laboratory, 
we would also recommend that a 
sub-account be set up such that 
you can isolate the expense and 
compare it with corresponding 
revenue.—RONALD A. JYDSTRUP. 
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Foon TASTES BETTER when it is served better. 
In institutions of all types — wherever food is served — 
Bolta's laminated color trays add appetite-appeal. | 


Available in 36 color-and-pattern combinations, Bolta's 


exclusive laminated color trays are built to give several extra 


years of service. Bolta trays will not warp, split or stain — 
they're impervious to cigarettes, acids or juices. 
For finer service every day, serve it on a Boltatray. 
BOLTA PRODUCTS, Lawrence, Mass., A Division of 
The General Tire and Rubber Co. 


GENERAL 


PLASTICS 


Tre G@Generet Tire 
& Cempery 


TRAYS 


RESTAURANTS 


oe appeal to every meal! 
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YOU helped make 


Packed Unwrapped 

For Your Convenience 

1% oz.—300 in a case, 

3 oz.—144 in case. Available 
special wrapped only, 
Ye oz.—1000 in a case 


Colgate’s 


= Beauty White Toilet Soap | 


Made especially for Hospitals! 
HARD MILLED TO LAST LONGER, SAVE MONEY! 


We hospitals like all the * Finest Quality Soap 

—what features you’ e most in the perfect toilet soap. You | 

said you wanted specially sized cakes . . . a special fragrance ...a * Gives Abundant Lather 
hard-milled soap that was economical. And here it is—Colgate’s in All Types of Water 

BEAUTY WHITE! It combines all these advantages in a soap * Utmost in Economy 

that’s tailor-made for hospital use—the soap you asked for * Same Base and Same Pleasing 


and helped us create! Make your next order BEAUTY WHITE. 
Your patients will appreciate it—and you'll save money! Fragrance as Colgate’s Floating Soap 


And For Your Private Pavilion— Mild and Gentle PALMOLIVE 
SOAP! Quick lathering — meets highest hospital standards for 
purity. Its famous green wrapper is known to millions! Write for 
sizes and prices. 


FREE! New 1955 Handy Soap and 
Synthetic Detergent Buying Guide. 
Tells you the right product for 


on every purpose. Ask your C. P. repre- 
Jersey City 2,N. 5. + Alflante 5,Ge. + Chicago 11, lil. Industrial Department. 
Kenses City 5, Kens. + SGerkeley 10, Calif. 
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ive us your problem Floors! ™& 


Floor space is at a premium in 
today’s crowded buildings. Often 
the only practical way to expand is 
by restoring run-down areas 
to use, or to a higher type use. 
Your nearby Hillyard Maintaineer® 
is an expert floor consultant, 
experienced in the art of restoring 
even “hopeless” floors to new 
beauty and utility. Give him a 
chance at your worst floor problem! 


a Hillyard Floor Survey...§ 


the kind of floor — wood, resilient 

tile, cement or terrazzo.... 

the floor’s location, and what is next to it ..... 
the floor’s condition ..... 

the kind and amount of traffic it carries 
..... your standards for appearance — 

for cleanliness — for safety 


A Hillyard Maintaineer planned the restoration and maintenance of this cement floor— and now an unused basement 
room is a popular recreation area. 


® a Hillyard Floor Survey can show you how to: 


Give your floor tailor-made treatment, make it Reduce frequency of treatment, save you many 


look better than you ever dreamed it could! Prolong costs 

its life by many years. If you are renovating, don't ane No charge, me 
tear out old floors till you've talked to your obligation for this Hillyard service. 

Hillyard Maintaineer! 


Wa this Coupon 


1 HRLLYARD CHEMICAL CO. 

$t. Joseph, Mo. 

_ I'm going to take you Dn on your offer. Without charge ! 

yy or obligation, have a Hillyard Maintaineer come to look 1} 
th ! at my floor problem. | ; 
\ 
ST. JOSEPH, MissoUR! | Address 
San Jose, Calif. Passaic, N. J. City 
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patient 
accounting 

costs 

with 


BURROUGHS 


SENSIMATIC 


_ “BURROUGHS” AND “SENSIMATIC™’ ARE TRADE-MARKS 


For simplified patient accounting and prepara- 
tion of Blue Cross reports, you'll find the ideal 
answer in Burroughs Sensimatic combined with 
the columnar method of distribution of charges. 

With this accounting plan, all charges are 
automatically indicated under the proper 
heading on the statement. Then, at the end of 
the accounting period, totals can be obtained by 
simply turning a knob and pressing the motor 
bar. A duplicate copy meets all requirements 
of Blue Cross. Reimbursement from both Blue 
Cross and the patient are greatly simplified. 

Thanks to the exclusive sensing panel, Sensi- 
matic will handle other jobs by a simple turn 
of the job selector knob. For a demonstration 
call our nearest branch office,- listed in your 
telephone directory. Burroughs Corporation, 
Detroit 32, Michigan. 


WHEREVER THERE'S BUSINESS THERE'S 
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} atch tests on 211 volunteers 
were recently performed in an independent clinical study ;' 

these tests sought to reveal any possible irritation or sensitization 
that might occur among patients - 


using Abbott’s new topical anesthetic 


—Tronothane Hydrochloride. / The jelly, cream, solution, 
and a placebo jelly were tested by the Schwartz and Peck 
technique.” Results of this Tronothane study sharply 


point up its negligible incidence 
of reaction: two persons reacted moderately to the tests 


(but also to the placebo); the other 209 showed no untoward 
effect whatever. / Such relative safety from the chance 


of irritation and sensitization 


makes non-“caine” Tronothane unusually desirable. . 
in the relief of pain or itch from episiotomy, hemorrhoids, 


rectal surgery, pruritus ani and vulvae, 3 
dermatoses, minor burns and sunburn, etc. Ob Gott 


; cream 


AR : Sterile jeily 
. : topical solution 


HYDROCHLORIDE 


‘compound totion 
(Pramoxine Hydrochloride, Abbott) 


1. Communication to Abbott, Richard E. Weiss, M.D. 
2. Schwartz and Peck, Reprint No. 2552, Public Health Reporte, 
Vol. 59, No. 17, (April 28, 1944). 
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ST. CHARLES HOSPITAL 
CHOOSES CRANE 


In hospital after hospital Crane plumbing is preferred 
because each fixture in the Crane line is designed 
for a specific service. 


Only Crane makes hospital fixtures of Duraclay. 


Duraclay is a vitreous glazed earthenware material Right, Crane instrument sink. Left, 

: . 3 Crane flushing rim service sink. Both 
developed especially for large hospital fixtures. to end 
It is unaffected by thermal shock. It is mmpervious “crazing” of china surface. Both fix- 


tures have Dial-ese controls. 


to acids or stains and is easy to clean. 


Only Crane offers Dial-ese water controls. 

Instead of closing against the flow of water, 

*  Dial-ese closes with it. Water pressure helps hold 
valves closed . . . so no dripping! And to make 
maintenance easy, all moving parts of Dial-ese are 
enclosed in a simple replaceable cartridge. 
Maintenance man can slip out an old cartridge and 
replace with a new one in less than a minute. 


And, there are many other reasons, too! 
Your Crane Branch or Crane Wholesaler will be glad 
to give you complete information. 


St. Charles ‘Sisters of Mercy, Toledo, Ohio. €rane continuous-flow bath of porcelain 
Architect: Robert J. Reiley & Associates. Plumbing Con- enameled cast iron. Bath with controls maintains 
tractor: Robert Carter Co., Toledo, Ohio. uniform water circulation to within Y2° F. : 
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CRANE CO. | ITS SECOND CENTURY 
General Offices: 836 S. Michigan Ave,, Chicago 5, Ill. 
VALVES + FITTINGS + PIPE - KITCHENS + PLUMBING - HEATING OF QUALITY 


Founded July 4, 18SS 
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7 | Throughout the hospital 
i i there are more and more 
Calis for 
= highly soluble, single sulfonamide 
iratory tablets, 0.5 Gm each 
Meningitis ampuls, 5 ce (2 Gm) and 10 ce (4 Gm) 
Surgery 
; Urinary tablets, 0.5 Gm each 
| Pediatrics pediatric suspension (raspberry-flavored), and 
syrup (chocolate-flavored), the 
| new, tasteless Gantrisin (acetyl) 
Eye, Ear, ophthalmic solution, 4%, ophthalmic oint- : 
. Nose & Throat ment, 4%, ear solution, 4%, and nasal solu- 
Infections tion, 4% 
: Obstetrics & vaginal cream, 10%, in white vanishing cream 
eae tablets, 0.5 Gm each 
Clinic 
Gantrisin® (acetyl) —brand of acety? sulfisoxazole 
= 
| 
‘ Hoffmann - La Roche Inc * Roche Park + Nutley 10+ N. J. 
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editorial notes... 


AN ANNOUNCEMENT 


The Board of Trustees of the American 
Hospital Association has authorized the 
twice-monthly publication of HOSPITALS, 
the journal of the AHA. Publication on this 
basis, rather than monthly as at present, 
will begin with the January 1, 1956, issue. 

This change is being made to better 
carry out the. purpose for which the Board 
of Trustees authorized the publication of 
HOSPITALS as the official journal on January 
1, 1936—"service to our hospitals and to 
the men and women who staff them." 

By publishing the journal twice monthly, 
it will be possible to bring hospital de- 
velopments and the increasing amount of 
hospital news to the field more promptly. 
The twice-a-month journal will make it 
easier for the members to stay abreast of 


the ever-changing hospital scene. 


As was stated in an editorial inthe first 
issue of the journal: 

"HOSPITALS belongs to the American Hos- 
pital Association. Its members are its 


owners. It is in a very large sense their 


personal property, in which each member 
will have a definite personal interest. 
Its successful development will reflect 
the support not only of the Association 
member, but of all who are interested in 
the growth and betterment of our institu- 
tions." 

We believe that this publication change 
will materially enhance the value of HOS- 
PITALS and the service which is the reason 
for its existence. 


—hospital research 


The American Hospital Association has 
called the attention of Congress to an un- 
used section of the amended Hill-Burton 


“Act. 


Since 1949, Congress has been able, if it 
wished, to appropriate $1.2 million for re- 


JULY 1955, VOL. 29 


search, experiments and demonstrations re- 


-. lating to the development and utilization 


of hospital services, facilities and re- 
sources. It has never wished to do so and 
we believe this to be a mistake. 

The Association testified to this cur- 
rent Congress that "with funds being ex- 
pended for the whole program of hospital 


facilities development, there should be 


an ongoing program of study and research. 
For example, we believe there is at the 
present time an urgent need to conduct 
studies with respect to the utilization of 
health personnel." 

Well-planned studies could measure hos- 
pital resources available and necessary to 
meet demonstrated needs, and could develop 
methods to increase the availability and 
effectiveness of hospital services. 

The amount of money suggested is only a 
fraction of the total government expendi- 
ture in the hospital field. The Hoover Com- 
mission has pointed out the insignificant 
amounts of money spent on health research 
in relation to the total bill the govern- 


ment foots. Pennies spent on hospital re- 


search could well pay dividends in dollars. 


~—the amatler hospitai 


This issue of HOSPITALS is devoted to the 
problems of the smaller institutions. We 
trust that this material will not only be of 
direct assistance to those in the smaller 
hospitals but will also focus attention on 
the importance of these institutions in the 
total picture of hospital care. 

It has been said that the problems of the 
smaller hospital are no different than 
those of the larger ones—it is the answers 
that are different. The American Hospital 


Association hopes to marshal greater ef- 


forts in the provision of these answers. 
This issue of the journal is one step. An- 
other is the series of small hospital insti- 
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tutes mow being conducted. Another will 
come through the visits which will be made 
to hospitals for purposes of the annual 
listing of acceptable hospitals. 

Some of those in the smaller hospitals 
feel that they have no teaching responsi- 
bilities, that teaching is the exclusive 
province of the larger institutions. This 
is not so. Careful study and review of all 
aspects of medical care must be undertaken 
in all hospitals. And once this is under- 
taken, through such devices as necropsies, 
staff conferences, the hospital is engaged 
in teaching. When this program is carried 
out properly, the quality of patient care 
is enhanced and all involved, medical 
staff, hospital personnel, have a higher 
morale. 


—accreditation answers 


HOSPITALS, the journal of the American 


Hospital Association, introduces a new 
feature this month—authoritative answers 
to accreditation guestions (p. 24). 

The answers are prepared by the Joint 
Commission on Accreditation of Hospitals. 
Kenneth B. Babcock, M.D., director of the 
Commission, and the American Hospital As- 
sociation hope that publication of this 
material will help hospitals with their 
accreditation problems and will help to 
dispel some of the misunderstandings and 
misinformation concerning this program. 

Dr. Babcock took over as director of the 
Commission just one year ago. We wish him 
continued success in this vital program. 


—there is still reom for charity 


The Nebraska Supreme Court has upheld 
the immunity doctrine as it applies to cer- 
tain institutions, such as hospitals and 
churches. 

We do not wish to argue, inthis note, the 
legal wisdom of this decision or the prob- 
able future of the immunity doctrine in our 
several states. We would like, rather, to 
call attention to certain remarks by the 
Court. 

Some opinions contend, the Court said, 
"that the hardships and burdens of main- 
taining charitable organizations have, to 
@ large extent, ceased to exist." The Ne- 
braska jurists were not impressed: "We be- 
lieve most of these organizations still 
have plenty of hardships and burdens in 
connection with their efforts to carry out 
the charitable purposes for which they are 
organized." 

Further, the Court said, “we are not 
willing to say the time has come when it has 
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reached the stage where charitable insti- 
tutions . .. are no longer needed." 


—the loss of a guiding spirit 
Hospital people the worse over were sac- 


shall A. Shaffer, an and long- 
time chief of the Public Health Service's 
Technical Service Branch, Division of Hos- 
pital Facilities. | 

It was his responsibility and that of the 
staff he assembled to help put imagination 
into hospitals built under the Hill-Burton. 
program. The forethought built into these. 
hospitals is one of the great accomplish- 
ments of the progran. 

The high esteem in which hospital people 
held him is perhaps best summed up by the 
resolution passed at the recent Hospital 
Planning Institute in Houston: 

"In the death of Marshall Shaffer, the 
hospital world lost one of its most stal- 
wart figures... he has left an indelible 
imprint upon progressive hospital planning 
throughout the world. As aman, his deep in- 
terest in all hospital problems, his un- 


quenchable enthusiasm and his warm and 


generous spirit have left imprints upon the 
hearts of countless architects and admin- 
istrators who worked with him — the 
years." 


—from AARON to ZULAUF 
The Second Cumulative Index of Current 


Hospital Literature has just been pub- 
lished by the American Hospital Associa- 
tion. 

The first, covering the years 1945-49, 
took 257 pages. The new one, from 1950-54, 
takes 513 pages. The old one had full or — 
partial coverage of 126 periodicals. The 
new one has full or partial coverage of 429. 
In authors, the new index runs from AARON, 
HAROLD to ZULAUF, MARIE E. In subjects, the 
index sweeps from ACCIDENT PREVENTION to 
X-RAY. 

The increased size in volume and coverage 
reflects the increased amount of published 
literature as well as the more comprehen- 
Sive indexing done by the Library of the 
Association in recent years. As our libra- 
rian points out, indexing to a library is 
like death and taxes. "We can't escape and 
there's no surcease from the mountain of 
magazines that overwhelm us daily." 

The indexer is an invaluable partner of 
the researcher. This new cumulative index 
will be of inestimable help in forward 
thinking, planning and writing in the hos- 
pital field. 
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importance of 


hospitals to the nation 


RAY E. BROWN 


NE OF THE CHIEF characteristics 
: QO of the American hospital sys- 
tem is the number of small hos- 
pitals that help make up that sys- 
tem. The statistics in this regard 
tell an amazing story: Of the 5,212 
general and short term hospitals 
in the United States listed in the 
1954 Administrators Guide Issue 
3,533 have less than 100 beds. 
These hospitals admit almost 5.5 
million patients a year and record 
836,500 births annually. 


As is usual with statistics, the 


figures do not do justice to the 
tremendous affect these small hos- 
pitals have on hospital and medi- 
cal care. Most small hospitals are 
the only hospitals in the town in 
which they are located. They rep- 
resent the only opportunity that 
the local doctors have for hospital 
practice, and, in most instances, 
they have the only x-ray and other 
special diagnostic facilities avail- 
able in their communities. Inas- 
much as the modern doctor refuses 
to isolate himself from the expen- 
sive equipment and highly trained 
personnel available only in the 
hospital, it can be said that many 
communities would be unable to 
attract physicians if it were not 
_ for the small hospitals. Authorities 
who have studied the question of 
physician distribution in the United 
States state that the major impor- 
tance of the small hospital is its in- 
fluence upon the number and type 


of physicians which it attracts to 


the community rather than the 
amount of service it renders direct- 
ly to the hospitalized patient. 


Mr. Brown is superintendent of the Uni- 
versity of Chicago Clinics and is president 
elect of the American Hospital Association. 
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The term “small hospital” may 
in itself confuse the vital role that 
these hospitals fill in the health 
picture. Even the smallest hospital 
has to be a very complete medical 


unit. It is small only in terms of. 


bed size. For those beds, it still 
must maintain most of the many 
services found in the largest hos- 
pitals. Despite its rural, and often 
remote, location the small hospital 
must add a never-ending stream 
of new services as rapidly as re- 
search and modern technology in- 
troduces them. Persons who live in 
smaller cities and towns may set- 
tle for less than their city cousins 
have in the way of schools, recrea- 
tion and living conveniences but 
balk strongly at granting any con- 
cessions to the type of hospital 


eare available. 


It is this matter of completeness 
of service that poses some of the 
most difficult problems for small 
hospitals. Unit costs of service in 
a hospital are susceptible to ex- 
actly the same influences as are 
unit costs in industry. Optimum 
costs are achieved only when 
equipment and personnel are 
utilized to full capacity. Most 
equipment has a capacity far in 
excess of the incident of need that 
can normally be expected to arise 
in a hospital of less than 100 beds. 
This un-utilized overhead becomes 
more apparent when one remem- 
bers that almost 50 per cent of 
American hospitals have less than 
50 beds. 

The inability to use equipment to 
full capacity isn’t the costliest side 
of the picture of small volume en- 
countered by the small hospital. 
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Equipment is a one-time expense 
and in many instances is obtained 
without cost to operating funds. 
Personnel to operate the. equip- 
ment is an entirely different story. 
Payrolls are directly reflected in 
operating costs and must be met 
regularly. A bothersome feature 
about hospital staffing is the need 
for around the clock availability of 
specialized personnel whose work 
output depends upon what hap- 
pens from day to day, rather than 
upon planned production sched- 
ules. Even in the larger hospitals, 
this means sizeable portions of un- 
used time. The small hospital with 
a proportionately smaller volume 
of work cannot get by with a pro- 
portionately smaller number of 
personnel. 

The small hospital’s obvious re- 
course is to combine tasks and 
have fewer personnel do more c:f- 
ferent things. This recourse is, 
however, severely handicapped by 
the vexing problem of professional 
stratification found in hospitals. 
Hospitals carry on many dissimilar 
activities each of which requires 
long and intensive training on the 
part of the personnel involved. 
The requirements for highly spe- 


cialized personnel precludes 


combination of many of the jobs in 
the hospital. Such combinations 
face the additional barrier of the 
attitudes of the national organiza- 
tions with which several of the 
technical and professional groups 
within the hospital are affiliated. 

This emphasis on the problems 
faced by the small hospital has a 
double purpose. It is intended to 

(Continued on page 150) 
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its staffing problems 


E ARE TOLD THAT not enough 

young women are entering 
the nursing profession. We know 
that the many new hospitals built 
in the United States during the 
past few years require staffing. We 
also know that intensive treatment 
and shorter stay have accelerated 
the need for more nurses to pro- 
vide more nursing care. Every hos- 
pital administrator we meet and 
every professional nursing journal 
we read remind us that there is a 
“shortage of nursing personnel.” 
Not only must this problem be 
attacked by every organization 
associated with hospitals at the 
national level but at the local 
level as well. 


Perhaps there are other hos- 
pitals like ours, which have had to 
more or less effect their own solu- 
tion to this shortage. To fully ap- 
preciate our problem, a brief 
description of our physical plant—- 
located on a sloping hillside—is 
necessary. It defies logical staffing. 
At the upper side, the main en- 
trance is one-half story above the 
basement level and one-half story 
below the first main floor. This 
condition exists for four floors at 
the front and three floors at the 
rear, which means that the up-hill 
side is connected with the levels 
on the down-hill side by alternate 
stairs and ramps. To compose a 
sensible nursing unit, two levels 
must be added together. No matter 
what combination one selects, the 
nursing team is separated from 
part of its patients by either an 
up-hill climb or a down-hill trip. 

Another handicap we ‘faced is 
lack of space. Planned 25 years 
ago as a 25-bed institution, Hood 
River Hospital opened with 36- 
beds and has operated in this man- 


Mr. Howell is the administrator of the 
36-bed Hood River (Ore.) Hospital. 
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a hospital solves 


GLENN HOWELL 


ner ever since. At times, we have 
accommodated 50 patients, with 
every inch of space being utilized. 
Beds or equipment are always in 
the hallways, adding to the many 
problems confronted daily by the 
nursing and housekeeping staffs. 
At the present time, we are con- 
ducting a fund-raising campaign 
to add more work space, more 
storage space and—above all— 
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more space for patients in the right 
locations. 

One of our. staffing problems— . 
and one which I am sure is shared 
by many hospitals—was that our 
nurses were doing many things 
which could be easily done by 
other persons. With the philosophy 
that “nurses should nurse,’ we have 
developed what we feel is the 
proper staffing for our hospital. 
The only real credit due me was 
in listening to my director of 
nurses and backing her suggested 
program. 

First, we hired a secretary for 
the nursing floors. Some education 
beyond high school and experience 
as a nurse aide were the qualifi- 
cations. She was taugnt how to re- 
view medication and treatment 
charts and to make out charge 
slips for the accounting office. She 
answers the telephone at the nurs- 
ing station and does the many, 


. Ramp 

Stairs 

. Nursery and 5-bed maternity ward 

. 5 general beds, recovery room 

Offices, waiting room 

. X-ray, heating, housekeeping 

. 5 maternity beds, surgery, delivery 
rooms, sterilizing, minor surgery | 

. General and surgical beds, pharmacy 

. Dietary, laboratory, medical records, 

emergency rooms, 4-bed ward 


0 @ 


HOSPITALS 


SPLIT 
© | 
| 
* 
| | [Wb 


many things, which do not require 
nursing skill, and which formerly 
consumed the nurses’ 
small hospitals, such a secretary or 
ward clerk is not common. Any 
~ hospital can use such a person to 
advantage, and there is no duty 
she must do that cannot be ac- 
quired on the job under the right 
supervision. 

We have considered the surgical 
technician as another job classi- 
_ fication in which the nonprofes- 
sional could be employed to 
advantage. However, there must be 
an open-minded attitude on the 
part of members of the nursing 
staff if these workers are to be 
developed and used productively: 


Nurses, like doctors, are not in- 


frequently inclined to regard their 
various fields as the “Holy of 
Holies” and retard the program or 
discourage it altogether. Greater 
use of the technician in various 
fields is inescapable, and the small 
hospital can employ them success- 
fully. 

At Hood River Hospital we em- 
ploy the “team concept” not only 
in nursing but throughout the en- 
tire hospital. All departments are 
organized with but one objective— 
“better care of the patient.” We 
are never quite content and our 
plans are always subject to change. 

Perhaps we are fortunate in our 
area because we have séveral reg- 
istered nurses and nurse aides 
who worked for us, then married 
and started their families. They 
cannot now work full-time but 


are available for a few shifts each 


week. These are the people who 
make it possible for us to add the 
necessary “stretch” to the nursing 
team when the pressure gets too 
great. | 
We have no magic formula for 
staffing but then we are not stuck 
with a hard and fast pattern which 
overstaffs us in the low periods. 
Hood River is a fruit-producing 
area with lumbering and some 
farming. This means that we have 
serious peak periods in the hospital. 
These begin in the spring when 
the orchards are being pruned and 
sprayed and last until the fruit 
crop has been harvested in the 
late fall. The heavy peak occurs 
at the height of the fruit harvest 
in the fall when approximately 
1,500 migrant workers and their 
families swell the population of the 


JULY 1955, VOL. 29. 


time. In. 


valley. Increased summer tourist 
travel on the Columbia River High- 
way accounts for a further in- 
crease both in accidents and tour- 
ists who become ill enroute. 

Our part-time help is our sal- 


vation. 


GENERAL STAFFING PATTERN 


For the medical-surgical depart- 
ment during the day, we staff ac- 


cording to the. patient load. 
The general pattern of §staf- 
fing is as follows: one regis- 


tered nurse and two aides care for 


up to 14 patients; for over 14 and 
up to 18 patients, we add one-half 
aide; for over 18 and up to 26 
patients, we use either two regis- 
tered nurses and two and one-half 
aides or one registered nurse and 
three aides. In the evening, we use 
one registered nurse as a super- 
visor for the entire hospital, one 
registered nurse and two aides. For 
the night shift, we have one regis- 
tered nurse who acts as supervisor, 
and one aide. If the load is heavier 
than normal, we add another aide. 
In maternity during the day, one 
registered nurse cares for up to six 
mothers and babies; an aide is 
added for over patients. For 
evenings we have a licensed prac- 
tical nurse. When occupancy is 
over six an aide is added. At night, 
we have one licensed practical 
nurse on duty. The registered 
nurse supervisor is in charge dur- 
ing evening and night shifts. and 
one registered nurse is on call for 
deliveries during these two pe- 
riods. The part-time people men- 
tioned earlier supply our relief 
for days off for both nurses and 
aides. Our staffing arrangement 
gives us an over-all average of 4.2 
to 4.5 nursing hours per patient. 
In surgery, we have one regis- 
tered nurse supervisor, one licensed 
practical nurse and one aide. A 
registered nurse is available to 
alternate on days and nights off. 
For well over a year, we have been 
operating a recovery room, which 
is another service most small hos- 
pitals probably have not con- 
sidered. Three stretchers, with side 
rails on all four sides; a special 
cart, stocked with everything 
needed in such a room; and oxygen 
and suction equipment are kept in 
the recovery room. Our nurse an- 
esthetist is in. charge but one 
registered nurse is available for 


constant supervision. Quite fre- 
quently our short-stay patients are 
dismissed from the recovery room. 
Those having minor procedures re- 
quiring light anesthesia and a short 
recovery time are taken from sur- 
gery to this room and are never 
put in a regular ward bed. Most 
of these are ambulatory patients . 
whose hospital stay ranges from a 
few hours to a half-day. 

We are sold on this room be- 
cause it concentrates the post-sur- 
gery patients in one area until it 
is safe for them to be taken to their 
rooms and it permits constant 
supervision of their condition. We 
located this room as near surgery 
as possible, within easy reach of 
the doctor and the anesthetist. In 
our new wing this room will be in 
the surgery suite. 

During the busy season—fruit 
picking time when minor surgical 
cases and cast applications in- 
crease a great deal—we try to 
have two surgery nurses available. 
These staffing figures for surgery 
are annual minimums based on 200 
majors, 800 minors and application 
of 200 casts. The staffing increases 
when we run over these figures. 

Perhaps flexibility is the keynote 
in our staffing. With few excep- 
tions, all our nurses and aides are 
capable of working in any service. 
This, with the part-time pool of 
nurses and aides, makes it possible 
for us to assign people where they 
are most needed. We do not use 
nurses in our admitting office. It 
would be better, perhaps, if we 
did; but we feel that here too a> 
person can be trained to carry out 
the necessary admitting functions. 
The admitting office is staffed by 
a lay person from morning until 
evening. After that, admitting is 
done by the registered nurse su- 
pervisor with a complete review 
of the night’s activity made the 
following morning by the person 
in charge of admitting. 

Our nursing staff would be un- 
able to function if it were bur- 
dened with the great many non 
nursing functions so frequently 
foisted upon other nursing staffs. 
With the exception of supervising 
the pharmacy stock, our director 
of nurses is primarily concerned 
with the nursing care of the pa- 
tient. 

Our nursing staff meets weekly 
to consider any problems it may 
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have. Sometimes these meetings 
involve the medical staff or the 
administrator. Together, we seem 
to work the problems out. Each 
nurse on the staff has ample op- 
portunity for expression and more 


often than not advances a valuable 


idea to the over-all good of the 
hospital. 


STAFFING OF OTHER DEPARTMENTS 


With an eye toward the future, 
we have inaugurated a ‘Pre-N’ 
Club for girls of high school age. 
Already in its second year, it has 
sent several high school sen_ors 
into nursing schools and has re- 
cruited girls with ideal qualities 
as nurse aides for our hospital. 
This program is carried on in con- 
junction wth the county school 
system. A certain amount of te 
instruction is given at class room 
level and practical training is given 
the girls in the hospital. The girls 
are taught how to make beds, 
bathe patients, pass trays and 
many of the other skills. At the 
end of the training period, a di- 
ploma, signed by the director of 


nurses and the administrator, is | 


awarded. The main value in this 
club is the close contact with hos- 
pitals afforded the girls. 

To bear out my earlier state- 
ment that our organization was 
“dove-tailed’’ to provide “better 
care of the patient,’ a description 
of our entire staffing is necessary. 
We have a PBX and an intercom 
service which cuts down on un- 
necessary running between de- 
partments. Each department has 
telephone service as well as the 
intercom. A _ separate intercom 
links the emergency entrance with 
the two nursing floors. This is par- 
ticularly important because an 
emergency room on the ground 
floor at the rear of the building is 
staffed from the floor above. 

Seven-day service on both labor- 
atory and x-ray departments is 
provided. We have one x-ray tech- 
nician, one laboratory technician 
and one combination person. This 
permits constant coverage and on- 
call personnel for days off and 
nights off. Our laboratory tech- 
nician is a registered nurse and 
also an anesthetist—a rare com- 
bination making it possible for 
him to take calls for our regular 
nurse anesthetist. We are served 
two days each week by a radiolo- 


gist from nearby Portland. Our 
pathologist is in Portland and 
tissues are mailed him daily. He 
or his associate are available here 
if needed. Both our radiologist 
and pathologist attend the meet- 
ings of our medical staff. 

One of the most important posts 
in the hospital is a full-time rec- 
ord librarian. In almost everything 
one reads about the small hospital, 
the record librarian position is 
either nonexistant or a part-time 
job handled by one of the office 
people or one of the ‘nurses. Our 
record librarian transcribes oper- 
ative records from the dictabelts, 
keeps all the statistics the way 
they should be kept, acts as sec- 
retary to the medical staff and 
attends the meetings of the record 
and tissue committees. Hers is a 
full-time job. 

During my seven year tenure, 
we have had the services of a pro- 
fessionally qualified dietitian. (See 
article, page 102.) For a few years 
we had a full-time person. For the 
last three years we have shared 
her services. Like the radiologist 
and pathologist, she comes from 
Portland, spending two days each 
week with us and more if neces- 
sary. We use the selective menu— 
usually found only in the larger 
institution—in our hospital. We 
like it and our patients like it. It 
takes only a few minutes daily to 
run off the menus with a spirit 


duplicator. 


In the housekeeping department, 
one woman is head housekeeper or 


executive housekeeper with reser- 
- vations. By this we mean that she 


handles the clerical work of the 
department, assigns duties, super- 
vises and participates in the selec- 
tion of materials and supplies used 
in the department. She, like most 
department heads of the small 
hospital, wears more than one hat. 
Frequently she assists in the nurs- 
ing field and doesn’t hesitate to 


' perform actual housekeeping du- 


ties when necessary. Last year our 
housekeeper attended the Short 
Course in Hospital Housekeeping 


as a scholarship winner. The en-— 


tire building and all the equipment 
in it comes under her scrutiny. 

In our hospital the nursing staff 
does not perform housekeeping 
duties. The housekeeping depart- 
ment takes care of the entire 
room when it is vacant, and every- 


thing in the room except the pa- 
tient, when the room is occupied. 
There seem to be no points of con- 
flict between housekeeper and 
nurses. 


JOB COMBINATIONS 


We have one man who serves as 
a combination engineer, mainte- 
nance man and store clerk. For 
quite some time we have main- 
tained a perpetual inventory sys- . 
tem of all supplies except the 
drugs. Stocks are kept filled via 
the requisition method by the 
maintenance man as many times 
during the week as needed. The 
requisitions become charge slips 
and go to the office. 

Recently we have employed a 
young man as a combination buyer 
and credit manager. All too often, ~ 
in the small hospital, every de- 


‘partment head does his own buy- 


ing. This can waste a lot of time. 
Once your basic stocks are estab- 
lished and put on a perpetual in- 
ventory, it doesn’t take a profes- 
sional person to re-order stocks 
when they get low. On all items 
of major importance, the admin- 
istrator is consulted before pur- 
chase. New items are considered 
jointly by the buyer and depart- 
ment head. We find this is another 
way to save valuable time for the 
director of nurses, the supervisor 
of surgery, the supervisor of ob- 
stetrics and the other department 
heads in the hospital. 

In our office we use a posting 
machine for all accounts payable, 
accounts receivable, departmental 
earnings, payroll and costs distri- 


bution. Through use of this ma- 


chine, the daily costs and earnings 
of each department are tabulated, 
giving the administrator the daily 
control he must have. 

I cannot agree with those who 
reject as impossible the suggestion 
that the small hospital can do 
many things done by the larger 
hospital. We haven’t been “too 
small” to adapt large hospital 
ideas to our smaller operation. Any 
time a professional nurse is doing 
something that can be taught to 
someone else, it’s time to take a 
second look. : 

There are many, many non 
nursing functions in a hospital that 
could be classified as technical 
skills. If Hood River can teach 
them, so can others. = 
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KENNETH 8B. BABCOCK, M.D. AND J. R. ANDERSON, M.D. 


YHE ACTUAL FUNCTIONING pro-. 


: gram of the Joint Commission 
on Accreditation of Hospitals is 
just two and one half years old 
this July. In that short time it has 
reached a stage of importance both 
ideally _and economically that 
must be considered by all hospitals 
and medical men. | 

Basically, the major purpose of 
the Joint Commission is that “the 
quality of patient care in hospitals 
be improved.” This is accomplished 
by setting standards and asking 
_ all hospitals to meet or surpass 
them. | 

Ideally this work is a carry-over 
of the work of the past 35 years 
by the American College of Sur- 
geons, especially the efforts of Dr. 
Malcolm T. MacEachern and his 
associates. Because of their won- 
derful work, the ground was thor- 
oughly prepared for the Joint 
- Commission to begin its work of 


improvement of quality care cov-- 


ering every aspect of medical care 
in the pectin not just surgery 
alone. 

The economics of the sltuntieds 
have become of great importance 
to hospitals also because of the 
voluntary attachment of many 
third party organizations to the 
Joint Commission. These attach- 
ments have never been asked for 
or solicited but they have added 
immeasurably to the strength of 
the Commission, though sometimes 
proving both harassing and embar- 
rassing. These factors are namely 


Dr. Babcock is director of the Joint 
Commission on Accreditation of Hospitals 
and Dr. Anderson is assistant director. 
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that over one half of the 84 Blue 
Cross Plans have some clause or 
statement in their contracts with 
hospitals stipulating that full pay- 
ments will not be: made to partici- 
pating hospitals unless they are 
accredited. The variance in these 


. payments is from a ten per cent 


deduction to non-payment. Some 
seven states—and there are more 
in the offing—have the ruling that 
“no new Hill-Burton funds will be 
assigned to any already existing 
hospital in that state unless said 
hospital is an accredited hospital.” 


The National Foundation for Infan- | 


tile Paralysis, United Mine Work- 
ers, Crippled Children’s Commis- 
sions and many other organizations 
have likewise made rulings that 
unless unusual hardship is created 
in a community they will not pay 
for hospitalization: unless the local 
hospital in question is accredited. 
Hitting hospital administrators 
personally has been the ruling by 
the American College of Hospital 
Administrators that only hospital 
administrators of accredited hos- 
pitals may apply for admission to 
the College with no exceptions 
except under very extenuating 
circumstances. 


IMPORTANCE OF ACCREDITATION 


Hospital accreditation therefore 
has become very important to the 
community, to hospitals and hos- 
pital personnel and to physicians. 

To the public and patient, there 
is a three-fold assurance which 
states “because we believe in ac- 
creditation and its standards you 
can come to our hospital with the 


knowledge that you will receive 
the best possible treatment from 
a competent medical . staff, using 
modern medical facilities, oper- 
ated by qualified technical help.” 

To a hospital, accreditation 
means an institution, because of 
its standards, that attracts the best 
possible skilled personnel to its 
doors. It shows the hospital knows 
and endorses only highest quality 
care and the best of modern facili- 
ties. 

To the physician, it gives the 
assurance of a good physical plant 
with adequate diagnostic and 
therapeutic facilities and equip- 
ment manned by qualified techni- 
cal personnel. He belongs to a hos- 
pital where the medical records 
mean something to him now and 
to future generations who follow 
—where scientific conferences and 
reviews are held and medical sci- 
ence is keeping abreast of the 
times and making every effort to 
forge ahead. 

Accreditation is desirable. It is 
a goal that every hospital, large 
or small, should try to achieve. 
Many small hospitals have taken 
a defeatist attitude saying—‘‘it is 
out of our reach”—‘impossible of 
attainment’”—‘“only for. the big 
boys with heavy endowments.” 
This is not so because quality care 
comes from people, not from fa- 
cilities. Accreditation costs noth- 
ing in dollars and cents but does 
take time on the part of hospital 
boards, medical staffs and adminis- _ 
tration to see that there is a 
knowledge of the basic 4 R’s as 
promulgated so well by Greer Wil- 
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liams in a recent article.' They are 
that hospitals must live up to their 
Responsibilities, have proper Rules 
of conduct, keep adequate, accur- 
ate Records and Review constantly 
the work done in order to assure 
quality care. 

Hospitals are not “bricks and 
mortar”—but they are people, the 
people who work there and the 


people who are patients there. 


When one speaks of a “small” hos- 
pital, one envisions a building, tak- 
ing into account the number of 
beds, the number of rooms, the 
number of floors—are we not then 
talking of “bricks and mortar’? 
Are we not excluding the people 
involved? To the patient in a hos- 
pital bed, the primary concern is 
not how high the building is, or 
how many other patients are be- 
ing accommodated, but his or her 
question is “what are the people 
here going to do to help me get 
well and help me get home?” 

It does not seem right that a 
person should expect one brand of 
medical care in one accredited hos- 
pital and yet another caliber of 
care in another accredited insti- 
tution. The smaller hospital can 
achieve accreditation and many, 
many of them have done so and 
it is believed that those which do 
not, fail because of a defeatist atti- 
tude which is assumed, once the 
requirements for such a status are 
placed before them. 


CLARIFYING CERTAIN POINTS | 


The Joint Commission on Ac- 
creditation of Hospitals realizes 
there are certain operational prob- 
lems which face the smaller hos- 
pital and the standards allow for 
these. The standards as set down 
are basic and at the same time 
flexible enough to fit any size hos- 
pital. The greatest stumbling block 
is in interpretation. Certain points 
must be clarified as far as applica- 
tion is concerned, particularly for 
small hospitals. About a year ago, 
the Joint Commission requested 
information and comments from 
parties allied with small hospitals 
and we received communications 
from a considerable number of in- 
dividuals and groups. The striking 
thing about these letters was that 
they could all be boiled down into 
about a dozen misconceptions— 


1. Greer Williams, “Unjustified Surgery” 
Harpers Magazine, February 1954. 


the very points that need clarifica- 
tion. And these points were not 
nearly so evident in the publica- 
tion, “Standards for Hospital Ac- 
creditation,” as they were in the 
rating system which the Joint 
Commission utilizes in evaluating 
hospitals. Therefore, it seemed 


logical to study this scoring report 


and this is being undertaken. 

We would like to do some of this 

clarifying now—but before that— 
these remarks do not apply to 
small hospitals alone, but to all 
hospitals. 
Steff Organizetion. In the great 
majority of hospitals an “open and 
controlled” staff is the best plan 
of organization. In some special- 
ized institutions the “closed”’ staff 
system has been utilized. Both are 
equally acceptable. When a hos- 
pital exhibits an “open and not- 
controlled” staff, its chances of 
achieving accreditation are very 
poor, indeed. In this hospital, all 
staff activities are unrestricted, 
unlimited and under no super- 
vision by the fellow staff members 
and under no authority such as 
should be exercised by the govern- 
ing board. 

The Joint Commission recom- 
mends that for most efficient op- 
eration, a hospital of over 75-beds 
should be departmentalized. This 
is flexible. It would not be feasible 
to attempt to departmentalize a 
hospital which had a complement 
of 75 beds but an average daily 
census of 45 or 50. Some thought 
is being given to raising the 75- 
bed figure to one of 100 or 125 but 
there has been no action on this 
so far. The minimum degree of 
departmentalization is into the 
divisions of medicine, surgery and 
obstetrics. Any further breakdown 
depends entirely on the local situ- 
ation. The fact that there are pre- 
dominantly or only general prac- 
titioners on the staff need not deter 
essential departmentalization or 
detract from the benefits thereof. 


Educational Programs. The ques- 


tion arises with reference to the 
presence of residents, interns or a 
school of nursing. While these are 
a desirable adjunct to medical 
care, it is realized that such assist- 
ance is not possible in many hos- 
pitals because of the requirements 
of those organizations which spon- 
sor the approval of those programs. 
No hospital has ever lost its ac- 


credited status or has been denied 
accreditation because it lacked 
these areas nor will it be given 
demerits. These services have been 
placed in the complementary or 
non-essential division of the scor- 
ing system. 

Pathologists and radiologists. The 
benefits of a full-time pathologist 
and a full-time radiologist are well 
known. Again, though, in many 
areas, this is not feasible—not only 
because of expense but also be- 
cause of the shortage of qualified 
physicians in these fields. There- 
fore, this area is judged, not on 
whether the pathologist or radi- 
ologist is full-time, part-time or 
consulting but on the adequacy 
of the’service provided. Each hos- 
pital should at least have a con- 
sultant in these fields, even though 
he be at a distance and contacted 
only by mail. All surgical speci- 
mens should be seen by a patholo- 
gist who will determine the ne- 
cessity of performing only a gross 
or both a gross and microscopic 
examination in order to arrive at 
a diagnosis. Similarly, in radiolo- 
gy, the attending physician should 
not read those x-ray films which 
require specialized knowledge for 
accurate interpretation. 

In a similar manner, the medi- 
cal records and dietary depart- 
ments should have the services of 
qualified people in these fields in 
a consulting capacity at least. 
Some state health departments 
have promulgated dietary manu- 
als for use in small, rural hospitals 
under the supervision of the medi- 
cal staff and. nursing personnel. 

The requirement that hospitals 
have x-ray therapy apparatus has 
been challenged. All the Joint 
Commission requests is that there 
be. such facilities present in the 
hospital or that they be available 
within reasonable limits. 

Autopsy rete. The required au- 
topsy rate of 20 per cent has raised 
some doubts. It has been stated 
that a hospital without a full- 
time pathologist must at times pay 
up to $100 for a pathologist to 
perform the post-mortem. Let us 
quote from the model rules and 
regulations of a medical staff: “All 
autopsies shall be performed by 
the hospital pathologist or by a 
physician to whom he may dele- 
gate the duty.’ Any licensed M.D. 


(Continued on page 152) 
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President, American. Medical Association 


Elmer Hess, M.D. 


report on the AMA's annual meeting 


ATLANTIC CITY, N. J.—After 
hours of argument and oratory, 
the House of Delegates of the 
American Medical Association re- 
fused at the 109th annual meeting 
early last month to budge from 
its historic characterization of 
osteopathy as cultism and refused 
to permit doctors of medicine to 
teach in schools of osteopathy. 

Out of the welter of reports and 
resolutions came action on many 
fronts which are of interest to hos- 
pitals. | | 

» The House adopted the ‘“one- 
fourth” rule on internships to re- 
place the .abandoned two-thirds 
requirement. The new rule pro- 
vides that any internship program 
that in two successive years does 
not obtain one-fourth of its stated 
complement be disapproved for 
intern training. 

» The delegates also viewed 
with alarm a new requirement of 
specialist consultation by the 


United Mine Workers Welfare and. 


Retirement Fund before it will 


pay for hospitalization of its bene- 


ficiaries. 


» Accreditation, rapidly becom- | 


ing a hardy perennial during the 
debates in the AMA House, was 
the subject of no less than Six res- 
olutions. The reference committee 
boiled these down to a proposal for 
a special committee to study the 
Joint Commission—a _ proposal 
which sailed through the House. 


OSTEOPATHY 
The controversy over osteopathy 
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| got started ahead of schedule, dur- 
ing the first-day meetings of the 


House, June 4, meetings custom- 
arily devoted to greeting distin- 
guished guests (among them Ray 


HIGHLIGHTS 


Osteopathy—Kept the door of or- 
ganized medicine shut on osteopathy. 
The House of Delegates spurned a 
recommendation that doctors of medi- 
cine be allowed to teach in osteo- 
pathic schools. 


Accreditation—Received a variety 
of resolutions critical of the accredi- 
tation program. The House approved 
a proposal for a special AMA study 
of the whole program. 


Iinternships—Approved the ‘‘one- 
fourth” rule. AMA approval will be 
withdrawn from internship progroms 
which do not obtain 25 per cent of 
their stated complements for two suc- 
cessive yeors. 


United Mine Workers—Expressed 
disapproval of a new regulation by 
the UMW Welfare and Retirement 
Fund requiring specialist consultation 
prior to hospital admission of a bene- 
ficiary. 

Medical Care Pians—Declined to 
act directly on resolutions calling up- 
on the AMA fo establish criteria for 
prepayment plans for medical and 
hospital care. 


E. Brown, president-elect of the 
American Hospital Association) 
and assigning the various reports 
and resolutions-.to reference com- 
mittees. | 

The ire.of some of the delegates 


was aroused because the text of 


the report of the special commit- 
tee on osteopathy was released 
publicly after its introduction in 
the House. 

The special. committee was 
headed by Dr. John W. Cline of 
San Francisco, past president of 
the AMA and long an advocate of 
what he argues is a more realistic 
approach to osteopathy. The five 
members of the committee and the 
three deans of medical schools who 
acted as advisors unanimously rec- 
ommended: 

That the House of Delegates de- 
clare that current education in 
colleges of osteopathy does not 
constitute the teaching of “cultist” 
healing. 

That the House of Delegates 
declare the policy of the AMA to 
be to encourage doctors of med- 
icine to assist in osteopathic un- 
dergraduate and postgraduate edu- 
cation in those states where such 
action would not be contrary to 
the policy of the state medical as- 
sociation. 

That the House request state 
medical associations to assume the 
responsibility of. determining the 
relationship of doctors of medicine 
to doctors of osteopathy within 
their states or request their com- 
ponent county societies to do so. — 

Dr. Cline. and his committee 
members hammered away at the 
fact that osteopaths are now giving 
care to some five or six per cent 
of the total population and in 
“three quarters of our states they 

(Continued on page 125) 
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Good morning,” says Mrs. Radke as she passes the reception desk. 


a small hospital administrator's day 


An administrator's day in a small hospital starts 

early and ends late. No two days are alike. And, no matter how 
well things are planned, something always 

seems to crop up to upset the schedule. 

HOSPITALS wished to document pictorially one ide in the 

life of an administrator. To do so, 

it sent a photographer to the 50-bed Delnor Hospital 


- at St. Charles, Illinois. The photographer followed the administrator, 
- Mrs. Cora Radke, R.N., for a day. These pictures are the result. (] 
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Thanks, Mrs. Radke, 

you came along just at the 
right moment, 

the maintenance man, grateful 
for this unsolicited 


assistance 


Accreditation sure teaches you the 
importance of medical records,’’ Mrs. Radke reflects as 
she prepares to review some 


records with Dr. Chester W. Trowbridge, chief of staff. 


Let's talk about that 

problem some more when | 

| make my rounds,” 

says Mrs. Radke, who has 

paused for a cup 

) | of coffee and a chat 


at the auxiliary snack bar. 
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After ascertaining the basic facts about administration of the 

nursing unit—census, admissions and discharges and problems—Mrs. 

Radke turns her attention to the individual patients. In reply toa 

query about Mrs. Smith, the head nurse suggests, “Why don't you 
drop in and visit her.” 


Mrs. Radke stops by the pleasant dayroom 
and visits several convalescents. From the looks of things, 


you will all be leaving us soon,’ she observes. 


"Mrs. Smith, the nurses 
tell me you had a more comfortable 

night.’ So starts one of many brief, friendly 
calls made during her rounds. 


‘These flowers are beautiful,’ exclaims 
Mrs. Radke. Flowers for patient trays are provided 


daily through a donation system 
sponsored by the auxiliary. 
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Blue Cross certainly 

keeps our accounts receivable 
down,'’ Mrs. Radke fells 

the business office personnel 
as she checks records. 


Now, maybe that would work here,” 
ruses Mrs. Radke as she combines lunch in 


her office and a reading session. 
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| know that you are operating under a 
handicap in these crowded facilities, 
Mrs. Radke agrees with 

Dr. Charles F, Whitney as they discuss 
the problems of the heavy morning x-ray 
schedule. ''This will all 


be over once the new section is complete. 


We can all be proud of this 
accreditation certificate,’ says the 
Rev. Frederik Ludtke as he and Mrs. Radke 


look over the certificate. 
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“Well, another payment for completed work must be 

made to the contractor this month,”’ says Glen Simpson, 
chairman of the board, to fellow trustee, Col. E. R. Baker, as 
they chart progress being made on the basement 

section of the addition. 


“Yes, that seems 

the best course of 
action, agrees Mrs. 
Radke after a thorough 


pondering 


of a problem. 


: "The larger x-ray department and laboratory 

will help us to give better services in these specialties, 
Mrs. Radke tells Richard Lambert, chairman of the 
building committee, who stops by frequently 


to check progress. 


“A drowsy numbness pains my senses,'’ reflects Mrs. Radke as she 
reviews her activities and accomplishments. ‘Time to call it quits!"’ 
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HERE ARE DIFFERENCES of opin- 
ion as to what a small hospi- 
tal is but, for the purposes of this 


article, a hospital of 50 to 100 beds > 


or less, will be considered as the 
basis for discussion. : 

The hospital exists primarily 
for the care of patients. While all 
services of the hospital contribute 
to this care, the physician is solely 


and directly responsible for the 


welfare of his patients. He must 


solicit the aid and codperation of — 


all the hospital departments in the 
diagnosis and treatment of his pa- 
tients. He knows well that to 
carry on his professional work to 
render the best possible care for 
the patient, all services will be in- 


corporated. However, he must also — 


have the proper environment—all 
efforts must be coordinated and 
focused on the patient. 

The small hospital has the same 
type and variety of patients gen- 
erally found in the larger hospital. 
- Both must be prepared to handle 


all patients with a well qualified | 
medical and surgical staff. Fre- - 


quently, it may be necessary to 
call in recognized consultants from 
the larger hospital or medical cen- 
ter. Sometimes it may be advis- 
able to transfer a patient to another 
hospital where major treatment 
can. be administered more effi- 
ciently. 

Combined efforts and services 
are absolutely essential, regardless 
of the size of the institution or the 
number of physicians privileged to 
work therein. Even with a limited 
number of doctors, such as three or 
four, there can be a medical staff 
organization which will meet the 
usual. demands of medical care. 

In a small hospital, the medical 
staff members may have little or 
no specialization. All may be gen- 
eral practitioners. If each physi- 
cian will not attempt any work he 
cannot perform competently, but 
will call in a consultant or turn his 
patient over to a physician more 
qualified to handle the case, safe 
and efficient medical care can be 
rendered. | 

Due care must be exercised in 
granting hospital privileges to 
MacEachern is director of vrofes- 


sional relations for the American Hospital 
Association. 
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medical staff 


‘in the small hospital 


MALCOLM T. MACEACHERN, M.D. 


physicians. Although a physician 
is well known to the hospital's 
governing board, to members of 
the medical staff, or the adminis- 
trator, he should not be exempt 
from making formal application 
and having a thorough investiga- 
tion of his professional qualifica- 
tions. 

The physician’s application will 
show his education, training and 
experience, and will provide refer- 
ences to verify his ethics and 
character. His qualifications will 
be evaluated, and consideration 
will be given to the extent of 
privileges that he can be granted. 
These privileges may be full or 


restricted, depending upon the 


physician’s training and experi- 
ence. But he must be adjudged 
fully competent in his area of per- 
formance. The physician’s signa- 
ture will attest his willingness to 
accept and abide by the bylaws, 
rules, regulations and policies of 
the hospital. 

The administrator will transmit 


the application to the credentials - 


committee of the medical staff. 
The committee will appraise it and 
make recommendations to the gov- 
erning board for approval, rejec- 
tion or deferment. If the governing 
board of the hospital can not ac- 
cept the recommendations of the 
medical staff, joint deliberation is 


desirable. The administrator will 


notify the applicant of the final 
decision of the governing board. 
Appointments to the medical 
staff are made on an annual basis 
and members are eligible for re- 


appointment, if they are approved 
by the credentials committee and 
accepted by the governing board of 
the hospital. 

The applicant for membership 
on the medical staff who has all 
the educational requirements but 
lacks the desired experience 
should not be excluded, if he in- 
dicates his limitations and is will- 
ing to seek consultation and as- 
sistance in the safe and adequate 
care of his patients. A physician 
who has violated ethics or is of 
questionable character should be 
considered. disqualified for mem- 
bership on the medical staff. 


ESTABLISH BYLAWS 


The first step in medical staff 
organization is the establishment 
of bylaws, rules and regulations 
which clearly define the qualifica- 
tions, duties, responsibilities and 
procedures to be undertaken. 
These are generally formulated by 
a medical staff committee working 
with the administrator. After 
medical staff approval, the docu- 
ment is submitted to the governing 
board for acceptance and adoption. 
Signatures of the chairman and 
secretary of the governing board 
and medical staff will attest to 
their approval. It is desirable to 
have all members of the medical 
staff sign the bylaws, rules and 
regulations, affirming their agree- 
ment to abide thereby. 

Certain fundamental principles 
should be embodied in the bylaws, 
rules and regulations, of which the 
more important are: 
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1, Qualifications that a physician 
must possess to be granted hospital 
privileges. 

2. Procedure in granting hospital 
privileges to physicians. 

3. Outline of medical staff or- 
ganization. The divisions, clinical 
departments or services, and the 
officers and committees, describing 
duties, relations and responsibili- 
ties of each. 

4. A specific statement forbid- 
ding the division of fees under any 
quise whatsoever. 

5. Requirement of accurate and 
complete clinical records for all 
patients treated in the hospital. 

6. Regular meetings of the med- 
ical staff, at least once a month. 

7. Pathological examination of 
all tissue removed at operation. 

8. Routine examination of all 
patients admitted and record of 
preoperative diagnosis. 

9. Securing consent of patient or 
legal representative for surgical 
operation, except in emergency. 

10. Writing of physician’s orders 
to avoid errors and misinterpreta- 
tions. 

11. Authoritative control of the 
hospital superintendent in the ad- 
mission of patients. 

12. Requirement for consultation 
before certain major surgical and 
obstetrical operative procedures 
and interruption of pregnancy. 


FUNCTIONS OF THE MEDICAL STAFF 


Regardless of the number of 
physicians privileged to work in 
the hospital, there must be an or- 
ganized medical staff for three 
main purposes: 

Clinical or professional care of 
the patient. 

Medico-administrative manage- 
ment—advisory to the governing 
board on professional matters, de- 
termination of medical policies and 
control of clinical work. 

Review and analysis of clinical 
work. 

Clinical care of the patient is 
the primary function of the med- 
ical staff, individually and collec- 
tively. Members of the medical 
staff must assure the governing 
board of the hospital that they are 
rendering efficient and _ scientific 
patient care. Such care involves 
diagnosis, treatment and followup. 
The hospital is responsible for 
providing facilities and personnel. 

Medico-administrative manage- 
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ment by the medical staff is man- 
ifested in self-discipline, self- 
education and self-appraisal. The 
governing board and the adminis- 
trator look to the medical staff for 
advice and guidance in solving 
and adjudicating professional 
problems. The medical staff is also 


responsible for development and 


promotion of the _ professional 
standards of the hospital under the 
control of the board of governors. 

Review and analysis of the clin- 
ical work is accomplished in the 
regular medical staff conference 
held weekly, biweekly or month- 
ly. At that time a statistical report, 
showing number of patients dis- 
charged, well or recovered, im- 
proved or unimproved; deaths; 
mortality rate; autopsy rate; in- 
fections; complications; consulta- 
tions and other information is pre- 
sented for discussion. 

The pattern of medical staff or- 
ganization in the small hospital 
will differ according to the number 
of physicians and activities. Vari- 
ous designations may be found but, 
generally speaking, the medical 
staff is divided into three groups: 

|. Honorary or consulting medical 
staff. The honorary or consulting 
medical staff consists of the older 
or more senior physicians and sur- 
geons who have been successfully 
practicing for many years and who 
are highly qualified in their re- 
spective fields of medicine. Some 
of them may be retired or with- 
drawing from their activities. 
They are highly esteemed by the 
governing board, medical staff and 
administration, who seek their 
counsel on major administrative, 
financial, professional or other 
problems. 

2. Attending or active medical 
staff. The attending or active med- 
ical staff is most concerned and 
interested in the welfare of the 
hospital. They do most of their 
work there, attending service pa- 
tients as required. Members of the 
attending or active staff deem 
themselves responsible for high 
standards of practice, for self- 
government and_= self-appraisal. 
They constitute the heart of the 
hospital's medical staff. 

3. Courtesy medical stoff. The 
courtesy medical staff is com- 
prised of physicians and surgeons, 
eligible for staff membership, who 
wish to attend their private pa- 


tients in the hospital but, for cer- 
tain reasons, do not want to 
become members of the active 
medical staff, or, who, by reasons 
of residence, are not eligible. 

Clinical departmentalization 
may not be possible to any great 
extent in the small hospital, inas- 
much as the medical staff may con- 
sist, principally or entirely, of 
general practitioners. However, it 
may be possible to have divisions 
of medicine and surgery, and, de- 
pending on local conditions, ob- 
stetric and eye, ear, nose and 
throat services. The establishment 
of clinical departments or services 
should not exceed existing spe- 
cialties in the community. There 
are many 50 to 100-bed hospitals 
that have a wide range of special- 
ties represented on the medical 
staff. | 


STRUCTURAL COMPOSITION 


In its structural composition, the 
medical staff must have officers 
for control of clinical work and 
jurisdiction in medico-administra- 
tive matters. These officers should 
be elected to a term of one year 
and be eligible for re-election at 
the annual meeting of the med- 
ical staff. The officers should in- 
clude a president or chairman, 
vice president or vice chairman, 
secretary and treasurer. The pres- 
ident, who also may be chief of 
staff, is responsible for the efficient 
and satisfactory functioning of-the 
medical staff and has general sup- 
ervision over the professional work 


of the hospital. This supervision 


and responsibility will be shared 
with the chief of staff, if there 
are two such offices. He will pre- 
side at all meetings and officially 
represent the medical staff at im- 
portant functions in which the 
hospital may participate. 

The vice president or vice chair- - 
man, who, as is customary in all 
organizations, assumes the duties 
of the president or chairman in 
his absence. He also is expected 
to perform such other duties as 
are assigned to him by the pres- 
ident. The secretary calls. meet- 
ings on order of the president or 
chairman, records minutes of meet- 
ings, handles correspondence, and 
discharges such other duties per- 
taining to his office. The treasurer 
handles any money transactions. 
This office may not be necessary 
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- as occasional receipts and disburse- 
ments may be handled by the sec- 
retary. 

To expedite certain functions of 
the medical staff, the following 
- committees should be established: 

> Executive committee*. This com- 
mittee consists of officers of the 
medical staff and, in addition, two 
or three members of the active 
medical staff to be elected at the 
annual meetings. Being a small 
group, the executive committee 
can be readily summoned for de- 
liberation on all matters which 
are of professional nature. The 
committee may assume the re- 
sponsibility of acting for the med- 
ical staff. Routine and major prob- 
lems will be presented to the exec- 
utive committee for advice, solu- 
tion and final action. This body 
also ‘has authority to act for the 
medical staff on important mat- 
ters arising from time to time. 
All business of the medical staff 
is channeled through this com- 
mittee, which, under certain con- 
ditions in small hospitals may be 
the only committee, and if such 
is the case, may assume the func- 
tions of the committees hereafter 
described. 


» Credentials or qualifications com- 


mittee*, The president or chairman 
of the medical staff appoints three 
to five members to serve on this 
committee. Its purposes are to regu- 
late requirements for permission 
of physicians to work in the hos- 
pital, investigate and appraise the 
credentials of all applicants for 


membership on the medical staff, - 


and make recommendations on 
medical staff appointments, pro- 
motions and privileges to do ma- 
jor surgery. 

> Medical records committee*. The 
three to five members of this com- 
mittee, appointed by the president 
or chairman of the medical staff, 
endeavor to promote the medical 
records’ standard of the hospital. 
They are concerned with facilities, 
personnel and procedure in pro- 
ducing good medical records. The 
committee reviews the medical 
records to assure they are prop- 
erly written and of scientific qual- 
ity, that is, that each record con- 
tains sufficient data to justify the 
diagnosis and warrant the treat- 
ment. Members of this committee 
meet frequently in the medical 
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record room and work closely with 


the medical record librarian. A 


report on the condition of med- 
ical records should be made at 
each meeting of the medical staff. 

>» Program committee*. This com- 
mittee’s function may be perform- 
ed by the executive committee 
itself or by a special committee 
of three to five members appoint- 
ed by the president or chairman 
of the medical staff. Its members 
are responsible for the preparation 
of programs for medical staff meet- 
ings when there is a review and 
analysis of professional work. To 
effectively plan agendas, the com- 
mittee members must keep in 
close touch with the work of the 
hospital and determine which cases 
should be reviewed at the staff 
conferences. They seek the cooper- 


ation of the medical record libra- 


rian in selecting cases. 

> Tissue committee*. This com- 
mittee serves as an effective con- 
trol of surgery and is now a 
requirement of the Joint Commis- 
sion on Accreditation of Hospitals. 
It is comprised of the pathologist, 
a surgeon, a gynecologist when 
possible, and other members. Its 
chief function is to review all tis- 
sues removed at surgery reported 
normal or without pathology and 
to justify the operation and the 
adequacy of the treatment needed. 

Joint conference committee*. 
Generally, three or five members 
of the medical staff and an equal 
number of the governing board 
constitute this committee, with 
the administrator as an ex-officio 
member. They function as a liai- 
son between the medical staff and 
the governing board by deliberat- 
ing on matters of mutual interest 


and concern. Committee members 


meet as often as is necessary and 
make reports of deliberations and 
recommendations to the respec- 
tive bodies, to give each group a 
comprehensive picture of the hos- 
pital and its various problems. 
Sometimes, the liaison represen- 
tative between the medical staff 
and the governing board is a duly 
appointed member of the medical 
staff, who is capable of rendering 
sound judgement in all matters 
and who can present to the govern- 
ing board the expressed opinion of 
the medical staff, as well as his own 


*Mandatory committees of the Joint Com- 
mission on Accreditation of Hospitals. 


personal views on the matter. 


MEDICAL STAFF CONFERENCES 


The medical staff of the hospi- 
tal should meet and conduct reg- 
ular conferences for the analysis, 
review and discussion of profes- 
sional activities or clinical work 
of the hospital. During such meet- 
ings, the work of the medical staff 
is evaluated and yields construc- 
tive knowledge to the members, 
individually and collectively. 
Members are stimulated and‘ en- 
couraged to make special studies 
and research. These conferences 
also disclose gross incompetence, 
breach of ethics, or any unwar- 
ranted practices which should be 
abolished or corrected. 

A program for the medical staff 
conference should be planned well 
in advance and copies sent to all 
members for review before the 
meeting, so they will be prepared 
to participate in discussions. The 
program should cover a report 
of the professional work for the 
previous month (a monthly anal- 
ysis can be distributed or the re- 
port can be written on a black- 
board); committee reports; espe- 
cially the medical records commit- 
tee, but also reports of any other 
committees which have function- 
ed during the month; review of 
cases in the hospital of special 
concern and of selected cases dis- 
charged since the last conference 
in which results have not been 
as good as desired; group studies 
of cases treated—findings, treat- 
ment and results—and special 
cases which present valuable sci- 
entific information in diagnosis 
and therapy; clinical reports of 
the various departments; and ways 
and means of improving the pro- 
fessional services of the hospital. 

Special attention should be giv- 
en to gross results, which include 
“well” or “recovered” patients, 
“improved,” “not treated,” “in for 
diagnosis,”” and “died”: the mor- 
tality rate covering deaths which, 
under ordinary circumstances, 
should not have happened: the 
autopsy rate which is an index 
to the scientific interest of mem- 
bers of the medical staff; infections 
which should be traced to their 
source and not limited to those 
occurring in the surgical service: 
and consultations which are need- 

(Continued on page 152) 
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THIS 32-BED HOSPITAL HAS REAPED A FRUITFUL HARVEST FROM 


an auxiliary's 5-year effort 


MARGARET S$. CONKLIN 


N THE EARLY SPRING of 1950, 

Platteville, Wis., a progressive 
community in the southwest cor- 
ner of the state, had a population 
of slightly under 5,800 people. 
The home of two small colleges 
and a center for surrounding rural 
areas, it was one of those towns so 
frequently referred to as “over- 
organized.” A higher-than-average 
number of women already were 
active and interested in civic, 
health and youth activities. 

That spring, a new 32-bed hos- 
pital on the northern outskirts a 
was rapidly nearing completion. 
Community women, individually 


U-M-M-M, GOOD! Local salle over eating for your hos- 
pital’ has made Strawberry Festival an annual success. Featured 
are good music, ice cream, strawberries and homemade cake. 


and through their organizations, 
had helped with the fund raising. 
But early in April, just six months 
before the hospital was to be 
opened, there was not a single 
woman in the area who had ever 
belonged to a hospital auxiliary; 
and most of them had no familiar- 


ABOVE: GUIDED by Flower Com- ity with an auxiliary’s function. 
mittee, local garden club members, By the end of the month, how- 
hobbyists and Auxiliary members ever, 75 women had become char- 


pool resources to provide plants 

and Gorden Gowers for public cree: ter members of a new Platteville 
in the hospital. LEFT: CUSTOM- Municipal Hospital Auxiliary. A 
made library cart was designed by ; an 
ment in @ local college. Library viting all interested women in the 
Committee members tour hospital tri- community and surrounding area 
weekly. BELOW: MAGIC world of to attend an open meeting on the 
make-believe visits young patient | 

through Hostess Committee's spe- formation of an auxiliary had 
cial “toy-loan” library. Youngsters brought this about. Our charter 
receive for their very own a stuffed group was made up of those who 


toy or animal like those pictured. 


responded to this invitation. 


MEMBERSHIP DOUBLES 


While we were in the process of | 
organizing the new Auxiliary, 
some women who themselves 
might have been interested in the 
program were heard to say that an 


Mrs. Conklin, immedia 
of the Platteville (Wis.) Mu cipal PHospital 
Auxiliary. is coddinator of the Committee 
on Hospital Auxiliaries, Wisconsin Hospi- 
tal Association. 
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auxiliary would never work in this 


community, that there already 


were too many things to do. These 
women had neither experienced 


nor had knowledge of the basic 


satisfactions inherent in auxiliary 
service. 

By hospital opening time, our 
membership had doubled. General 
meetings were being held monthly. 
We restricted programs for these 
meetings to hospital topics and 
health programs; and although we 
now have cut down the number to 
four or five per year, this decision 
proved to be a wise one. The gen- 
eral meetings always reflect en- 
thusiasm and high attendance. 

The first year was a period of 
learning for the Auxiliary and of 
feeling our way in an uncharted 
field. So we took stock of ourselves 
early. The Auxiliary became a 
member both of the American 


Hospital Association and the Wis- 


consin Hospital Association. We 
had access to the AHA’s Manual 
on Organization of Women’s Hos- 


pital Auxiliaries, and we followed. 
its suggestion. to review our eXist-_ 


ing structure. 

A board of directors was formed, 
consisting of the executive com- 
mittee and the chairmen of 
all standing committees. Meeting 
monthly, we found our stimulating 
discussion insured almost 100 per 
cent attendance. These board 
meetings have resulted in finer in- 
tegration of all activities, as well 
as better understanding and co- 
Operation from committees. Their 
fully informed chairmen are better 
able to educate and lead their 


groups. 


On this foundation, we have had 
a solid beginning. Even in busy 
Platteville, membership has grown 
better than 600 per cent—from 75 
charter members to the present 
457 members. All but 80 of today’s 
members are considered “active” 
—and within this minority are in- 


cluded the aged, the physically . 


disabled and ill, the full-time ca- 
reer women with families and 
those whose responsibilities pre- 
vent active participation. Even 
this group contributes to fund rais- 
ing events and helps furnish home- 
sewn items, baked goods or 
material gifts to committees. _ 

Since it is the feeling of the 
Platteville Auxiliary’s board of 


| directors that active membership 
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is “good membership,” every effort 
is made to place members on com- 
mittees that will best utilize their 
interests and talent, and te use 
every member who expresses a 
desire to participate. 

A membership committee keeps 
a card index of members’ interests, 
their past and present services, 
their willingness to participate and 
any reasons for nonparticipation. 
This committee graphs total mem- 
bership activity including all fund 
raising events and the service sum 
of the various committees, as well 
as the activity of individual com- 
mittees. Thus we know the degree 
to which the group and the in- 
dividuai are active. 

It is the feeling of our leaders 
that interested, service-minded 
membership means good public 
relations for the hospital, while a 
large, dues-paying, nonfunction- 
ing membership is of little or no 
value. For this reason we set 


membership fees at $1 per year, to 


pose no barriers to membership. 
Support for continuing this philos- 
ophy came recently, when the hos- 
pital board commended the Aux- 
iliary for the good public relations 


it had created for the hospital. 


“With due respect and apprecia- 
tion for the many and valuable 
services rendered by the Auxili- 
ary,’ it was their feeling that ‘the 


‘public relations contribution is 


outstanding.”’ 

Despite our membership gains, 
the Platteville Municipal Hospital 
Auxiliary has been careful to 
“make haste slowly” in adding 
new members. The enthusiasm of 
members spreads to their friends, 
and hospital patients become firm 
devotees of auxiliary’ service. 
Members of outside groups offer- 
ing to “sew dolls for the children,” 
hem towels for the kitchen or do- 
nate flowers to our flower com- 


~ mittee often find themselves in- 


terested in our work and apply 
individually. for membership. Our 
publicity strikes a chord in others. 


. Once it was suggested that the 


Auxiliary have a door-to-door 
canvass for members, but that 
idea was not accepted. Good will 
toward our group would have re- 
sulted in “lots of dollars,’ but it 
would have meant more new 
people than we could possibly ab- 
sorb and many women who had no 
real interest in service. 


A wholesome increase in mem- 
bership has paralleled the intro- 
duction of new services, thus 
keeping membership “live.” Plat- 
teville Hospital, like most hospi- 
tals in small cornmunities, serves 
a wide rural area. Consequently, 
the Auxiliary ardently courts the 
interest of its rural women. This 
constant widening of Auxiliary 
scope has extended public relations 
and resulted in a nucleus of intel- 
ligent and devoted volunteers. 

What activities have held the 
interest of these women at such 
a peak that “lack-of-interest”’ 
drop-outs are negligible? Let's go 
back to the beginning, six months 
before the hospital opened. 

Some sort of fund raising ac- 
tivity was a necessity that April, 
in order for us to launch projects 
planned by the new Auxiliary. An 
old-fashioned strawberry festival 
in the city park was the most 
popular suggestion—and proved 


popular with those who attended: 


it. Ice cream and fresh strawber- 
ries, one’s choice from a wide se- 
lection of homemade cakes (do- 
nated by Auxiliary members and 
friends) and coffee made up the 
menu that year. Recorded music 
early in the evening, live talent 
later—and a beautiful (though 
cool) June evening! The Auxiliary 
liked its strawberry festival and 
voted it an annual money-maker. 
It was a family affair and, for little 
expenditure, one could help the 
hospital. Everyone in town could 
take part, and it seemed most did. 

Some things were changed for 
later festivals. Fresh strawberries 
gave way to frozen ones for ease 
and lack of waste. The date is now 
July, because a warm night is more 


PROCEEDS from Auxiliary-operated gift 
shop are channeled into a special fund set 
up to provide free bed for indigent patients. 


a 


successful. The city band furnishes 
the music, a beautiful background 
which does not distract anyone 
from the important business of 
“eating for his hospital.” Soft 
drinks have been added for the 
kids. This year, a colorful merry- 
go-round will liven up one end 
of the park, the contribution of a 
grateful hospital user. But the 
character of the old-fashioned 
strawberry festival remains. 
Everyone wants it that way. 

Now, we had our money. What 
was it to be spent for? The extras 
needed in furnishings and decora- 
tions for the hospital, the sewing 
materials, the small kitchen items, 
the publicity and photographs of 
the new hospital and the miscel- 
laneous expenses of our various 
committees used much of the 
funds. 

The sewing committee was ap- 
pointed to work on things that 
made the hospital seem more a 
reality—on utility squares, dresser 
scarfs, surgical wraps—any item 
the administrator felt could be 
sewed more economically than it 
could be purchased. This commit- 
tee, working on an assembly line 
basis, made newspaper headlines 
and 40 pairs of patient room dra- 
peries in one day. A decorating 
committee advised the hospital’s 
interior decorator on room colors 
and furnishings. The publicity 
committee assisted the local editor 
with a special hospital-opening 
edition of the newspaper: they 
designed and had printed invita- 
tions for the opening. The two-day 
“opening tours’’ were placed com- 
pletely in the hands of the Aux- 
iliary, but, before that happened, 
the “scrub team’’ went to work. 
If you think this means “scrub 
team” in the operating room sense 
of the word, it doesn’t. It means 
“scour,” and scour they did. They 
shined the hospital interior from 
one end to the other and had 
everything in its correct place for 
the opening. Volunteer service 
teams were then ready to go to 
work. | 


THREE COMMITTEE ‘GROUPINGS’ 


Platteville Municipal Hospital 
Auxiliary now has 21 standing 
committees, plus several special 
committees appointed for fund 
raising events, for Christmas dec- 


orations, the lobby toy box, Hos- 
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pital Week, etc. These standing 
committees are divided into three 
groups. 

1. Policy, Public Contact Group 


This group includes six commit- 
tees—membership, publicity, tele- 


phone, finance, public relations 


and hospital liaison. The telephone 
committee of 30 persons contacts 
all 457 members for each general 
meeting. This is a very popular 


committee with members who. 


want to contribute time but, for a 
variety of reasons, must stay close 
to home. (Does this describe the 
young mother?) It is our feeling 
that personal contact is the best 
contact: at events where food is to 
be served, a telephone survey of 
the membership has helped the 
food committee estimate amounts 
needed. 

The Auxiliary treasurer is chair- 
man of the finance committee. 
One of the members serves as 
treasurer for the gift shop. Three 
members handle finances for fund 


raising events. The hospital liaison — 


committee, with the Auxiliary 
president as chairman, meets with 
the hospital board on a quarterly 
basis. 


2. “Inhospital’”’ Volunteer Group 


The second group of committees, 


which we call our “Volunteer 
Service Within the Hospital’ 
group, includes: the hostess com- 
mittee, library committee and 
kitchen committee, as well as the 
gift shop, courtesy; and mending 
and darning committees. These 
people do their work within the 
hospital, and all of them come into 
contact with the patients or hos- 
pital personnel. 

Hostess Committee. Close to 300 
women participate annually in the 
work of the hostess committee. 
These Auxiliary members act as 
receptionists during visiting hours 
every evening and on Sunday and 
holiday afternoons. The Auxiliary 
utilizes this service to indoctrinate 
new members. All new members 
are urged to serve as hostesses and 
are introduced to their work in 
the hospital by the chairman of 
their group. An attractive hostess 
booklet is kept on the reception 
desk. It conveniently catalogs an- 


swers to the questions which might | 


occur to any novice. 
Library Committee. Two women 


HOSPITALS 


attending a specially designed 
book cart tour the Platteville Hos- 
pital three evenings each week, at 
6 p.m. Reading material is fur- 
nished free to patients and hospi- 
tal employees. The committee has 
spent much time and effort study- 
ing patient reaction to their service 
—the size book preferred when 
reading in bed, type size, length 
of book, subject matter prefer- 
ences, and the time of day when 
the visit is most welcome. With 
the help of the city librarian, the 
committee also has worked out 
a simple method of checking books 
in and out. This has kept losses to 
a minimum. | 

The committee study revealed 
that patients in our hospital pre- 
ferred light reading and new mag- 
azines to novels and other books. 
The small, easily handled mag- 
azines were liked best and, of 
course large type was the ideal 
choice. Since the Library Commit- 
tee annually purchases or is given 
subscriptions to many magazines, 
it eagerly watches reader interest. 
If a magazine isn’t a popular 
choice, another is substituted on 
the subscription list. A fund set 


- up by the Auxiliary allows the 


committee to buy single copies of 
desired magazines for those with 
special interests. 

Library workers chose 6 p.m. as 
their visiting hour because they 
felt that was when patients most 
needed their service. Hospital 
suppertime is early, and it’s a 
long time until evening visiting 
hours begin at 7:30. Most of the 
workers have small children—the 
chairman herself has four—which 
makes 6 p.m. a difficult hour for 
them to serve, but the children and 
their dads have cooperated so that 
mommie could bring a smile and 
reading material to sick people. 

Courtesy Committee. Courtesy 
Committee member is a title cher- 
ished by Platteville Hospital Aux- 
iliary members. Each afternoon, 
between 2:00 and 4:00, a team 
of two visits each patient in the 
hospital. Beforehand, they have 
made paper sacks to be pinned to 
each patient’s bed as a disposal 
bag for tissue, gum wrappers or 
anything the patient wishes to 
discard. They pour the patient 
fresh water. They straighten his 
bed and room in preparation for 
afternoon visitors. They inquire if 


HOSPITALS 


= e 
a 
& 
e 4 
i 
i 
| 
€ 


there is anything the patient 
would like them to do for him. 
They offer to read or write letters, 
or to perform any other service 
they sense might make the patient 
more comfortable. 

The Courtesy Committee also 
features a “toy library,” from 
which they loan toys to small pa- 
tients. They distribute “gift” 
dolls to each youngster. 


Often what the patient most 


wants is a willing ear or cheerful 
talk from the outside. All volun- 
teers in the hospital recognize the 
ethical aspects of their work and 


carefully observe the “do’s and> 


don’ts,” as compiled by the hos- 
pital administrator and the auxil- 
. jary’s public relations committee. 


3. Hospital Service Group 


The third group of committees, 
titled ““Hospital Service” commit- 
tees might. well be called pub- 
lic relations committees because, 
through them, interest in the 
hospital is extended to persons 
and organizations outside Auxil- 
iary membership. Included in this 
category are the home sewing 
committee, the “birthday rose” 
and flower committees, the cheer 
committee, the gift shop handwork 
committee and the art committee, 
as well as special groups to serve 
the Auxiliary’s Free Bed Fund, 
its nursing scholarship and the 
hospital Remembrance Fund. 

Although this group of commit- 
tees does not come into contact 
with patients as do those in the 
“Volunteer Service Within the 
Hospital” group, and although 
most of their work is done outside 
the hospital, their services are just 
as beneficial to patient, personnel 
and hospital. 
The. home sewing committee 
makes all the Auxiliary’s cherry 
red smocks and sews new linens 
to help stock the hospital’s linen 
closets: Members also make the 
“gift” dolls for distribution by the 
courtesy committee. Response to 
this last project has been so over- 
whelming that both nonmember 
individuals and such outside 
groups as bridge clubs, home- 
makers’ clubs, the Girl Scouts and 
even the Cub Scouts have pitched 
in to give the committee a hand. 

The “birthday rose” committee 
sees to it each patient with a birth- 
day in the hospital receives a rose 
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(donated anonymously by a local 
florist). The flower committee ar- 
ranges garden flowers in season for 
public areas in the hospital, en- 
listing the aid of garden clubs, 
hobbyists and “backyard growers.” 

The cheer committee, which 
makes special tray favors for Sun- 
days and holidays, has come up 
with a “chairman of the month’”’ 


idea. Girl Scout groups, church 


organizations, homemakers’ clubs 
and others “take over” a given 
Sunday or holiday, and they love 
it! The gift shop handwork com- 
mittée is responsible for creation 
and design for items for the hos- 
pital gift shop. 

Gift shop profits are used to set 
up the Free Bed Fund, to aid needy 
and deserving patients. The Re- 
membrance Fund accepts and re- 
cords gifts to the hospital in honor 
of or memory of friends and rela- 
tives. 

Scholarship Committee. Also in this 
group is the committee serving 
the Auxiliary’s three-year nursing 
scholarship. This scholarship is 
being offered for the third time 
this spring. It has created so much 
community interest that last sum- 
mer, for the first time, the medical 
staff of the hospital and the local 
relief corps group each offered a 
similar scholarship. The Auxiliary 
assisted these groups and admin- 
istrates the medical staff scholar- 
ship. 

Art Committee. Last of the hos- 
pital service committees but one 
of the most unusual to auxilia- 
ries, is the Art Committee. Wis- 


-consin is nationally regarded for 


its rural art program. Each spring, 
in our area, we have a rural art 
show sponsored by the University 
of Wisconsin. Winners in the area 
show enter state competition. 
Thus, there are many competent 
Sunday or part-time artists in our 
neighborhood. When the subject 


of pictures for the new and bare 


hospital walls was discussed, it 
was decided that original pictures 
by people we know or knew about 


would be more interesting than 


“prints.” 

So, the pictures in Platteville 
Municipal Hospital are the original 
work of our own painters, chosen 
by the Art Committee. Patients 
enjoy them, for most depict land- 
marks or farms they immediately 
recognize. The artists are pleased 


to have a picture hung in the hos- 
pital and price their pictures in 
our favor. The Auxiliary is pleased 
to have the hospital art collection 
include state rural art show and 
state fair winners. The public, too, 
enjoys the project. Since it makes 
good news copy, they've read all 
about it. | 


‘ENGINEERED’ IMAGINATION 


Other interesting projects we 
have launched include a benefit 
ball for the nursing scholarship 
fund and an “Apron Style Show 
and Preview of Christmas in the 
Gift Shop,”’ which falls in Novem- 
ber. Both are good fund raising 
projects and are now annual af- 
fairs. Proceeds from the style show 
and preview go to the Free Bed 
Fund. The show itself is so differ- 
ent that many other auxiliaries 
sponsored similar ones for the first 
time this past year. 

In April, we stage our annual 
birthday party for the Auxiliary. 
This is purely a public relations 
event, external and internal. Mas- 
terminded by the executive com- 
mittee, it is planned primarily as 
a “thank-you” for our hard-work- 
ing general membership. Members 
are encouraged to bring guests, 
and the end of the day’s program 
always sees an increase in mem- 
bership. A comprehensive display 
of what our Auxiliary is doing is 
always impressive to us all, even 
to the “old hands” in auxiliary 
service. 

Most of the activities undertaken 
by our Platteville Municipal Hos- 
pital Auxiliary have been sug- 
gested by the hospital administra- . 
tor and board of trustees. Others 
have been the inspiration of the 
Auxiliary board, as approved by 
the hospital. Thus, our services to 
the hospital have been many and. 
diversified. 

We have always given credit to 
“vision” for our Auxiliary’s good 
public relations, for its expansion 
in service and membership. As 
author Bill Davidson advocated in 
a recent article in Collier’s: “Let. 
your imagination soar—then engi- 
neer it back down to earth.” That 
is what we have always tried to 
do. So we know Platteville Mu- 
nicipal Hospital needs its Auxil- 
iary; and our Auxiliary members 
know they need the satisfaction 
derived from auxiliary service. *® 
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ODERN IN EVERY WAY, yet de- 
M signed for efficient and eco- 
nomical operation by a limited 
staff and with an eye toward fu- 
ture expansion. That is a summa- 
tion of Aitkin’s new 36-bed hospi- 
tal, which opened early this year, 
turning dreams for local hospital 
facilities into reality for 4,000 


families in the city and surround-— 


ing area. 

Previously this northern Minne- 
sota community, located on the 
fringe of the famed iron ore min- 
ing country and a center for 
many summer vacation tourists, 
had to rely on limited hospital fa- 
cilities at Crosby, 15 miles away, 
or Brainerd, 30 miles away. Those 
hospitals were often crowded. 

But today, through the dollars 
of more than 2,000 persons in the 
area and a 45 per cent Hill-Burton 
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A 36-hed hospital with few frills 


“northern Minnesota community. 


brings modern medical services to a 


grant, residents point with pride 
to the one-story brick building on 
the edge of town—their own Ait- 
kin Community Hospital. 

Wise and careful planning— 
giving full recognition to meeting 
the community’s minimum hospital 
needs, yet steering away from the 
danger of more hospital than the 
community could afford or could 
support—-lies behind the story of 
how the hospital came into being. 

The hospital takes advantage of 
a sloping site to utilize ground 
floor entrances both on the first 
floor and on the partial ground 
floor. Thus, there is complete sepa- 
ration between the service en- 
trances—laundry, kitchen, storage, 
maintenance and employees’ locker 
rooms—and the public and ambu- 
lance entrances on the first floor. 

The basic structure is a building 


this is Aitkin Community Hospital 


190 feet long by 66 feet deep at the 
widest point. There are 28 beds 
for medical patients and 8 beds 
for maternity cases. Each bedroom 
has two beds, connecting private 
toilets, ample storage space for 
patients’ clothing and large pic- 
ture windows. There is indirect 
lighting, individual wall reading 
lamps and a night light. Colors in 
the bedroom are bright and cheer- 
ful, and drapes furnished by the 
women’s auxiliary give each room 
a pleasant, homelike appearance. 
The hospital is of fire resistant 
construction, and has a skeleton 
steel] frame with brick exterior 
walls and masonry tile backup. 
Steel bar joists support the roof, 
which consists of a metal deck 
covered .with two inches of rigid 
insulation and five ply pitch and 
gravel roofing. The entire build- 
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location: | Aitkin, Minn. 
beds: | 36 
total cost: | $426,372 [excluding equipment costs 
ond architects fees) 
cost per sq. ft.: | $22.86 
director: | Mrs. Fern Gillaspie, R.N. 
architect: | Maaney, Tusier & Setter 
Minneapolis, Minn. 
contractor: | Bladholm Construction Co. 
Marshall, Minn 
opened: | Januory 


ing is laid out on the modular 
basis, which has been standard 
practice of the architects for sev- 
eral years. 

“‘We were primarily concerned 
with three factors,” explains John 
R. Magney, a partner in the Min- 
neapolis architectural and engi- 
neering firm that planned the hos- 
pital. “First, the hospital must be 
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A SECTION OF the nurses station with the public lobby 

and waiting room in the background, is seen in this picture. At 
left on the counter is the call box for the 

audio-visual system to patient bedrooms. The station's location 
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laid out so that efficient operation 
by a limited staff would be pos- 
sible. Second, upkeep and mainte- 
nance costs must be held to a mini- 
mum. And third, future expansion 
of the hospital at some later date 
to keep pace with the community’s 
increasing needs must be possible 
simply and economically, without 
disturbing or changing basic func- 


VEST 


PUBLIC 


gives full control over the main public areas of the hospital. 


tions of the existing structure.” 

To achieve the first point, the 
architects and the local planning 
group agreed on a basic one-story 
design, with patient rooms grouped 
generally at the north end and 
technical and _ service facilities 
grouped in the center and south 
end 

The nurses’ station, lobby and 
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outpatient areas were carefully 
situated so that maximum control 


’ by a small staff is always possible. 


The station not only maintains 
night control of the lobby and ad- 
mitting area, but is centrally lo- 
cated to serve both obstetrical and 
general medical-surgical patients. 

In a further attempt to elimi- 
nate unnecessary travel by the 
staff, technical and medical facili- 


ties are grouped together, with. 


related departments such as x- 
ray, pharmacy,  electrocardiog- 
raphy, supply and records being 
accessible from all directions. 
These facilities are also located so 
that they can be used by both 
inpatients and outpatients without 
interference from each other. The 
central supply room is located to 
serve the nursing unit, the delivery 
suite and the major operating 
room through separate entrances, 
and is adjacent to the emergency 
operating room. 


On the second point — holding 
upkeep and maintenance costs to 
a minimum—the choices of ceram- 


‘ie tile for walls in public areas and 


of terrazzo floors throughout the 
patient areas are two examples of 
building materials selected for 
long life and low-cost upkeep. 
As far as future hospital expan- 
sion is concerned, the present tech- 
nical and operating facilities such 
as laundry, boiler room, kitchen 
and the like were built to handle 
a larger plant without need for 
costly enlargement or remodeling. 
Up to eight or more additional 
beds can be added on the north 
wing of the existing hospital with- 
out having to change the basic 
design or having to enlarge pres- 
ent facilities. There is even expan- 
sion room in the existing building. 
A large section of the partial 


ground floor was left unfinished. 


As hospital use increases, this sec- 
tion can be finished off for a main- 


THE HOSPITAL 
laboratory is fully 
equipped and com- 
pactly arranged for 
use by the laboratory 
technician. Visible at 
left is the hot air 
sterilizer, while wall 
panel at right is for 
drying glass vessels. 


THIS IS a corner of 
the emergency oper- 
ating room, showing 
the splint and plaster 
storage area [rear 
center), the instru- 
ment storage shelves, 
and the double x-ray 
viewbox (right). 


tenance engineer’s office, a lounge, 
or as a center for the active wom- 
en’s auxiliary. 


Despite the necessity of keeping | 


within a limited budget, no com- 
promise was made in giving the 
community the most modern hos- 
pital facilities available. 

For instance, each bedroom has 
the audio-visual call system. A 
central oxygen system serves the 
surgery and delivery rooms, with 
outlets to all patient rooms and 


the nursery. A central suction sys- 


tem links surgery, delivery and 


four patient rooms. The ceiling 


suspension of the tube crane in 
the x-ray department, as con- 
trasted to the older method of 
having the crane set in a track 
on the floor, makes it possible to 
take x-rays at vertical, horizon- 
tal or Trendelenburg position, and 
also to x-ray patients seated in 
wheelchairs. The hospital has its 
own completely automatic dial 
telephone system. 3 

Use of heated food carts, taken 
by service elevator from the kitch- 
en directly to patient rooms, will 
eliminate much extra handling. 
Finished linen is placed on a cart 
with moveable shelves and then 
is wheeled directly to the point of 
use. Central supply has two auto- 


claves, one rectangular and large | 


enough for sterilizing flasked solu- 
tions. | 

Much thought went into plan- 
ning the surgical and delivery 
suites. An emergency operating 
room, a major operating room, 
scrub up and clean up rooms and 
an anesthesia storage area are all 
compactly arranged. Central sup- 
ply lies between this area and the 
maternity section, yet separate en- 
trances and corridors provide full 
protection against contamination. 
The maternity suite consists of 
labor room, delivery room, and 
scrub up and clean up areas. There 
also is an explosion-proof incu- 
bator and resuscitator in the de- 
livery room. 

This, then, is the Aitkin Com- 
munity Hospital—the result of 
careful, thoughtful planning and 
community enthusiasm and effort. 
There are few frills and no osten- 
tation. Yet it is a hospital which 
can do well its basic job of bringing 
modern medical services to the 
people of Aitkin and its surround- 
ing territory. | 
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N THIS DAY of a highly mechan- 

ized approach to patient care, 
we must get together to re-evalu- 
ate our fundamental objectives, to 
re-emphasize the human elements 
involved. Combined with modern 
“know-how,” we must have the 
intangibles of dedicated interest, 
sympathy and deep concern on 
the part of those who minister to 
our sick. With this dedication, with 
this motivation, insuperable ob- 
stacles can be overcome; and this 
elusive thing called patient con- 
cern can become almost atmos- 
pheric in our hospitals, reaching 
from the most recently acquired 
housekeeping maid to the most 
specialized physician. 

Historically considered, hospitals 
have grown progressively complex. 
In the earliest days, domiciliary 
care was combined with certain 
rituals to appease the offended 
deity. Superimposed on this re- 
ligious concept are our modern 
‘techniques of patient care, the 
growing list of mechanical aids, 
the rapid increase of individuals 


trained in specific areas of per-. 


formance. The family doctor no 


Mr. Ivy is the administrator of the 50- 
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longer brings the new baby to 
the home “in his little black bag.” 
The mother is now housed in the 
hospital; and from the little black 
bag the obstetrician now brings 
forth not merely the old familiar 
instruments but several assistants, 
a beautiful shining delivery room, 


a skilled and competent anesthe- 


tist, anesthesia machines, resus- 
citators and incubators, as well. 
Soon there will be a recovery 
room for fathers. 


TEAMWORK 


A hospital today is a town with- 
in itself. It is much more than just 
a “hotel” with 24-hour service, a 
cafeteria, a laundry, a drug store, 
a laboratory, an educational in- 
stitution; it is, above all, a com- 
munity of many and varied people 
serving the sick. It is a living or- 
ganism of specialized component 
parts; and like any other organ- 
ism, its effectiveness is based on 
its adjustment to and utilization 
of its environment. 

To an administrator, the con- 
cept of teamwork must extend far 
beyond the walls of his institu- 
tion. Traditionally our hospitals 
have been little islands unto them- 
selves, proponents of splendid iso- 


lation. Today we must relate our 
thinking to that of hospital peo- 
ple in neighboring towns, in the 
other parts of our state, in the 
other parts of our country. There 
are problems, of course, peculiar 
to a community; but these are 
far outweighed by problems com- 
mon to us all. 

The economy of group thinking, 
the effectiveness of group action, 
the replenishing of our vital en- 
thusiasms from our co-workers 
are dividends of close association 
with others in our field. I think 
nothing has meant so much to 
the hospitals of Mississippi, for 
example, as our full-time associa- 
tion program. It has provided us 
leadership; it has consolidated us; 
it has served as a wonderful me- 
dium for our thinking. We cer- 
tainly have far to go, but we have 
acquired our “seven-league boots.” 


SMALL HOSPITAL NEEDS 


Needs of the small hospitals, 
primarily, underscore the neces- 
sity of teamwork with other in- 
stitutions. With the growing de- 
mand for infrequently used yet 
necessary apparatus and for the 
services of specialists, the laws 
of supply and demand and econ- 
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omy will force us to tie in with 
larger hospitals and set up group 
arrangements of our own. Of 
course, we have seen this work 
in radiology and pathology. We 
have also seen it work in med- 
ical records, and we are planning 
to try it in the field of dietetics. 
(see article, p. 102) This idea alone 
—of shared personnel and equip- 
ment—has infinite possibilties. 
Today, in extending the scope 
of our institution, we see the ne- 
cessity of relating its program to 
the community it serves. As ad- 
ministrators, we too frequently 
follow the line of least resistance 
and fill our hours with duties that 
are comfortable and that could 
be delegated. We must use our 
imaginations, our boards of direc- 
tors, our auxiliaries to carry to 
the comunity our message. The 
apathy and lack of support that 
have frequently been the reaction 
of the general public when hos- 
pital problems have been advanc- 
ed can largely be ascribed to ig- 
norance—failure on our part to 
educate. An informed public is 
a cooperative, appreciative public, 
and this results in better patient 
care, We must let those whom we 
serve know what we have to of- 
fer if we are to expect a generous 
response to our financial drives, 
a sympathetic understanding of 
hospital charges, a ready partici- 
pation in hospital programs such 
as disaster planning that must re- 
late to the community as a whole. 
The ultimate consideration for 
teamwork, of course, lies within 
the hospital itself, as an entity 
composed of many specialized 
areas of human effort. To see that 
the primary commodity of good 
patient care is delivered is the 


basic responsibility of the adminis- 


trator. Our current emphasis on 
fire and disaster planning demands 
immediate integration of hospital 
forces and dramatically exempli- 
fies teamwork. Not spasmodically, 
however, but daily, is our hospi- 
tal team thus unified in putting 
out the conflagration of disease— 
in caring for the sick within our 
doors. It is our responsibility as 
administrators to relate this basic 
end result to all the varied en- 
deavors—to justify all positions, to 
evaluate all performance with the 
yardstick of better patient care. 

Students of business organiza- 
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tion and management recognize 
the fact that hospitals are one of 
the most involved forms of busi- 
ness operations, demanding the 
most exacting coordination of va- 
ried skills. We in the hospital field 
know that to further complicate 
the picture there is an emotional 


element involved, and emotional 


overtones are pervasive. In es- 
sence, our hospitals are not bricks 
and mortar and equipment but 
the people who staff them; and 
the effectiveness of our efforts 
largely becomes predicated on 
sound personnel direction. 


COMMUNICATIONS 


Both horizontal and vertical 
lines of communication must be 
carefully watched to see that they 
are functioning smoothly. Starting 
presumably with policy determin- 
ation by the board of directors, 


filtering down through the ad- 


ministrator to the department 
heads and then to those who ac- 
tually perform, there must be rap- 
id and accurate flow of informa- 
tion. Conversely, an occurrence 
of vital significance on the lowest 
level must find its way to the ad- 
ministrator without interruption. 

In addition to this vertical flow, 


“management tells us that hospi- 


tals are extremely horizontal in 
nature. Decisions must be made 
on lower levels, and these deci- 
sions can be adequate only when 
those responsible for them are 
thoroughly informed as to the ob- 
jectives and policies that are ap- 
plicable to the entire hospital. Es- 
pecially must they see their work 
as it relates to the work of others. 
This of course poses for the ad- 
ministrator an educational respon- 
sibility. 

Our orientation of personnel 
must be carefully supervised to- 
day, and the idea of teamwork 
must be projected from even the 
employment interview. The short- 
age of personnel puts a premium 
on the development of semi-trained 
employees working closely with 


someone of more advanced train- | 


ing to perform a single function. 
This is teamwork, of course, in 
ats most obvious application. We 
must remember, however, that it 
is frequently this auxiliary work- 
er who is the point of contact with 
the patient and a patient’s knowl- 
edge is limited largely by what 


he can observe from his bed. 
Especially in our small hospi- 
tals—and we are preponderantly 
a-nation of small hospitals—we 
must prepare the employee for a 
combination of duties. Every po- 
sition must be clearly defined. 
This is basic. The fine art of per- 
formance, however, starts not at 
the point where an individual de- 
velops the concept of his isolated 
and defined position but at the 
point where he strives to dovetail 
his performance with the efforts 
of his co-worker. In our small 
hospitals he must be ready to do 
his best wherever the need arises. 
Today, too, we administrators 
must reassert the dignity of labor. 
In this country we have a grow- 
ing caste system based largely on 
the degree of physical work in- 
volved in a position. This is an 
artificial and erroneous approach 
to any job.. We must work to 
counteract the deadening influence 
of specialization. Just as the shoe- 
maker gets a psychological lift from 


-seeing the finished product of his 


handiwork while the factory work- 
er who never sees beyond the 
screw he is turning can become 
almost demoralized, each hospital 
person must see how his perform- 
ance relates to the whole fabric 


‘of patient care. 


THE HUMAN TOUCH 


In this day of specialization, we 
must not let our hospitals become 
assembly lines. We are dealing 
with sick human beings and not 
a machine on a rack for a grease 
job and the tightening of loose 
bolts. In this day of zippers, cel- 
lulose tape and miracle drugs, we 
must not lose sight of the age-old 
needs of kindness and concern 
and identity. Let us humanize our 
hospital. | 

Hospital people—technicians, 
doctors, administrators, nurses— 
are notoriously hypersensitive and . 
protective of their respective areas 
of responsibility and control. Each 
in his inner being can compro- 
mise without losing face or wound- 
ing his ego if he keeps in mind 
that his ultimate compensation, 
his ultimate reason for being, is 
the care of the sick. Here we have 
a common ground, here we have 
a common denominator, here we 
have the ultimate resolution of 
all conflicting interest. 


HOSPITALS 


S A REFLECTION. of the rapidly 
A changing nature of our mod- 
ern hospital system, there must 
be a constant revision of the 
American Hospital Association’s 
committee structure and purpose. 
Committees are born, serve their 
purpose and die as areas of need 
appear and disappear. One com- 
mittee that seems to be somewhat 
perennial is the Committee on In- 
surance for Hospitals. As commit- 
tees go, it is a colorless, bread- 


and-butter type of committee. The 


glamour of nurse recruitment, for 
instance, is singularly lacking in 
a subrogation clause. The excite- 
ment of creating a social revolu- 
tion, like Blue Cross and the Hill- 
Burton program have, is just not 
to be found in the legally antisep- 
tic language of the insurance 
world. 
However, through the two dec- 
ades of its existence the Committee 
on Insurance for Hospitals, working 
in a narrow field, has made a solid 
contribution to American hospi- 
‘tals. Early in the initial stages of 
the committee’s existence, the 
need to collect and evaluate data 
became a major task. The applica- 


_tion of the knowledge gained is 


not always within the committee’s 
province. For example, in the 
1930’s the Committee on Insur- 
ance became aware that fire insur- 
ance rates in hospitals were too 
high. The major cause of the 
artificially high rates was that 
hospitals were lumped for rate 
purposes with the buildings of 
greater risk such as churches, 
schools and libraries. Corrective 
action to clear up this situation 
by putting hospitals in a separate 
class was obtained, but the actual 


This article on the activities of the 
Committee on Insurance for Hospitals was 
prepared by Ronald D. Yaw. committee 
chairman. 
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_ Activities of the 
Committee on Insurance | 


rate reductions have been a decade 
in materializing. Even now, some 
fire insurance rate-making bodies 
use the old classification. 

In more recent years, the com- 
mittee has concentrated on a four- 
point program. To the extent 
possible, direct service to member 
hospitals has been given by the 
committee and its full-time sec- 
retary. Its second major effort has 
been to make information about 
insurance more readily available 
to member hospitals. A new man- 
ual, “Manual of Insurance for 


Hospitals,” two years in prepara- 


tion, will be off the presses in a 
short time. An effort has been 
made to create a useable prac- 
tical guide to buying insurance. 
The third function of the com- 
mittee is that of being a liaison 
group with the insurance industry. 
National insurance groups have 
shown a gratifying willingness to 
discuss common problems and to 
adopt reasonable suggestions. In- 
equities and misunderstandings 
have been reduced around confer- 
ence tables. The two-way inter- 
change of information and counsel 
tends to provide both groups an 
insight into each other’s problems. 
As examples, the committee re- 
cently met with officials of the 
National Bureau of Casualty Un- 
derwriters and determined the 
status of the hospital's governing 
board and the administrator in 
relation to the hospital’s liability 
insurance; determined that radio- 
active isotope clinics do not require 


separate liability insurance; and 


determined such definitions as the 
insurance industry’s interpreta- 
tion of the term, “malpractice.” 
The committee, working closely 
with the National Council on Com- 
pensation Insurance, brought about 
the reclassification of many hos- 


pital employees for workmen's 
compensation rating purposes, par- 
ticularly the transfer of nurse 
aides and orderlies from the non- 
professional category to the lower- 
rated professional category. 

In the liaison aspect of its work, 
the Committee on Insurance does 
not consider itself as a hatchet 
group bent only on saving money 
but rather as a group to help in 
maintaining proper coverage in 
sound companies at realistic rates. 
Just as the sailor knows that in a 
high wind he must ease up on the 
sheet rope or capsize, so must hos- 
pitals be prepared for increases in 
rates sufficient to keep companies 
doing business in all the needed 
fields. An illustration is the liabil- 
ity insurance field. The wind of 
adverse court decisions, large 
settlements and mounting settle- 
ment costs is indeed a strong one. 
We should not blame the sail, or 
the mast or the sheet rope for this 
wind but rather pay out just 
enough line to keep us from tip- 
ping over, without-losing our way. 

The fourth point in the program 
is that of assistance to state hos- 
pital associations in the perform- 
ance of their functions. This is 
increasingly important for two 
reasons. The knowledge and ex- 
perience of even a single state 
may be of great importance to 
every state. Insurance does not 
lack for governmental supervi- 
sion, and all of this supervision, 
including rates, is at the state level. 

The Committee on Insurance 
has established relationships with 
insurance committees of 30 state 
hospital associations. A supple- 
ment to the “Manual of Insurance 
for Hospitals,” containing detailed 
information on such topics as rate 
promulgation is planned for the 
use of these groups. ® 
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Blue Cross in the Sandhills 


WENTY-FIVE YEARS for Blue 
Cross in the nation—16 years 
in Nebraska—and eight years for 
Blue Cross in a hospital in the 
Sandhills country of Nebraska. 
These eight years have been busy 
and productive ones. The story of 
these years is worth telling to ad- 
ministrators of small hospitals who 
perhaps do not understand Blue 
Cross or what it can mean to their 
hospitals. | 
The Sandhills General Hospital 
is the only hospital in Cherry 
County (area 5,982 square miles) 
in ranching country, where there 
are no large centers of population. 


- The hospital has 37 beds and a 


staff of three doctors, and it serves 
an area 30 to 90 miles from our 
comimunity. The Blue Cross office 
is in Omaha, 320 miles away. 


THE FIRST CAMPAIGNS 


During World War II, we were 
very busy and collections were 
good; but I kept remembering the 
days when patients had come to 
us very ill, with no way to pay for 


~ aed General Hospital, Valentine, 
r. 


¥ 
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their care, and I recalled how hard 
it had been to keep the hospital 
operating. I thought, too, that per- 
haps this would happen again; and 
I determined to take steps to pre- 
vent it if possible. 

I studied the Blue Cross Plan 
carefully and was convinced that 
“this is it.”” I decided to sell the 
idea to the medical staff and com- 
munity. (Codperation of the med- 
ical staff is absolutely essential.) 
Blue Cross was very new to every- 
one. There was no enrollment in 
our area in 1947, and commu- 
nity enrollment was just getting 
started. | 

I must be a good salesman—and 
my medical staff showed wisdom 
and foresight. They agreed to help 
in building up membership. I 
asked the Blue Cross enrollment 
director to come from Omaha to 
organize an enrollment campaign, 
which was conducted by volun- 
teers who had been convinced we 
had something that was good for 
the community. That first cam- 
paign in our town took a lot of 
hard selling, because to organize 
the community group we had to 
enroll 50 per cent of the eligible 
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population. Ours was the second 


community group in the state. 

The news traveled, and satisfied 
patients were our best advertising 
medium for Blue Cross. Everyone 
wanted to know about it. The hos- 
pital office staff was never too busy 
to explain Blue Cross to anyone 
who asked about it. I organized 
meetings with interested groups 
in the little towns and communi- 
ties over the county to help them 
with enrollment. Sometimes we 
met in a little country school- 
- house, sometimes in the town hall. 
Besides being fun, these meetings 
were good public relations—as im- 
portant to a hospital as the diet 
kitchen. 

. Because the Plan office was so 
far away and could not send an 
enrollment representative across 
the state for every little group, I 
asked the chairman of each local 
group to serve on a central com- 


mittee; and we conducted a coun- | 


ty-wide campaign. Even after 
community enrollment was 
continued this committee continued 
to promote enrollment, since it 
felt it had a stake in Blue Cross. 
This past spring we met for a 
dinner to celebrate the Blue Cross 
25th anniversary. I think perhaps 
we lost something vital when com- 
munity enrollment had to be dis- 


continued in Nebraska, but we are - 


trying to maintain the community 


spirit that was part of our original © 


campaigns. 

All the effort. was well worth- 
while. In 1953, out of 2,206 admis- 
sions, 597 had Blue Cross. Of 
$88,000 gross income that year, 
$25,000 was paid by Blue Cross. 
The average cost per day on the 
Blue Cross patients was $9.40. 
There was added satisfaction in 
seeing that the patients were find- 
ing how much help Blue Cross and 
Blue Shield were to them. : 

In 1953, because of increased 
cost of hospital care and increased 
utilization, Blue Cross was forced 


to raise rates. A drop in member- 


ship resulted. 

At approximately the same time, 
something else entered the picture 
—commercial insurance. Some 
_ “fly-by-night” organizations made 
the rural communities their choice 
hunting grounds. The raise in 
Blue Cross dues opened the door, 
and these organizations spread 
over the state like an epidemic. 
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Some of the plans looked good on 
paper, good enough that a few hos- 
pital administrators who were not 
well grounded in Blue Cross gave 


' them a try—with sorry results. 


Because we were reaping what 
had been sown in 1953, we had a 
difficult year in 1954. Patients 
came in expecting great things 
from “this insurance I bought.” 
They were unhappy that the hos- 
pital questioned their coverage. 
The hospital and doctors were re- 
quired to fill out blanks without 
end and to wait months for the 
claims to be paid—if ever. 

So again, I got busy, meeting 
with project clubs, ladies’ aid so- 
cieties—with every group I could 
reach—trying to explain some of 
the principles of health insurance, 
giving them comparisons of Blue 
Cross-Blue Shield with other 
hospital-medical-surgical cover- 


~ ages. The Plan office cooperated in 


furnishing ammunition. A com- 
munity bank sent out descriptive 
folders with monthly statements, 
and literature was distributed to 
the county Blue Cross-Blue Shield 
Committee. The Valentine Clinic 
gave its support to promotion, be- 
cause it did not like to spend $4 
in processing forms for a $2 office 
call. I made it a point to be cour- 


-teous but firm with the agents of 


the companies known to be un- 
reliable and unethical, and I am 
afraid that at times the firmness 
predominated. 7 

At length, of course, the hospi- 
tal—and Blue Cross—had success- 
fully weathered the storm. 

Why did I do all this? Because 
I thoroughly believe in the prin- 
ciples and practice of Blue Cross. 
It has been and will continue to 
be (with the full support of hos- 
pitals and doctors) the best finan- 
cial help available to patients and 
hospitals. 


LOOKING TOWARD TOMORROW 


It was back in 1951 that the 
president of Nebraska Blue Cross 
asked me to serve on the newly 
organized Advisory Committee 
made up of representatives of the 
Nebraska Hospital Association and 
Blue Cross. This permanent com- 
mittee of 15 members represents 
large and small hospitals from all 
areas of the state. It meets several 
times a year to consider methods 
for promoting a good understand- 


ing and working relationship be- 
tween contracting hospitals and 
Blue Cross, and to develop plans 
for increasing enrollment. 

From my observation serving on 
this committee, I have come to 
some conclusions: 

1. Utilization must be controlled 
in order to keep the rates within 
reach of the people who need the 
protection. Otherwise, we will 
price ourselves out of business. 

2. There is abuse of Blue Cross 
by hospitals—many times through 
lack of knowledge. 

3. Too many hospitals still don’t 
realize that Blue Cross is their 
plan, 

4. An advisory committee such 
as we have in Nebraska can bring 
about a greatly improved relation- 
ship between hospitals and Blue 
Cross. 

5. If all hospitals did what they 
should for enrollment in Plans, 
Blue Cross would have no worries. 

Today, in the Sandhills country, 
things are looking better for us. 
Experience with some of the com- 
mercial companies has been a cost- 
ly but convincing teacher, and our 
members are coming back to enroll 
in Blue Cross again. The Nebraska 
Plan has developed new coverages, 
the latest an “Over Age 65” plan. 
I am looking forward to the next 
eight years, and the nicest thing 
I can think of would be 100 per 
cent Blue Cross membership 
among our patients. 

While observation of National 
Hospital Week and celebration of 
the Blue Cross 25th Anniversary 
serve a very real and necessary 
purpose, administrators of small 
hospitals should remember that 
there are 51 other important weeks 
in the year. If you study your Blue 
Cross Plan, you will understand 
it; and if you understand it, you 
will give it your enthusiastic sup- 
port and use it with wisdom. You 
cannot afford to do otherwise. 

Significant to us is a statement 
made by Abraham Oseroff, chair- 
man of the Blue Cross Commis- 
sion, in his article “Blue Cross 
and Government” (TRUSTEE, Feb- 
ruary 1955): “Wherever we leave 
an area empty of effective volun- 
tary action, it will be filled by 
some governmental substitute. And 
in such cases, we will be able 
to say—without pride—‘we asked 
for it’.” 
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| Imagination to try 
something that 

hasn't been tried before 
and imagination 

to recognize the potential 
of an applicant 


ore musts 


in creating .. . 


CAN THINK OF no more varie- 

gated job combination in the 
small hospital than that of the ad- 
ministrator himself... who must 
function as plant manager, pur- 
chasing agent, public relations 
director, personnel.officer, business 
manager, liaison officer . . . ad in- 
finitum. 


In his many-sided role, the ad- 


ministrator as personnel director 
is faced with an ever-present 
probiem in staffing the various 
hospital services. with well-quali- 
fied, experienced technicians. Si- 
multaneously, as business manager 
he is worrying about the problem 
of reducing the costs of the hospi- 
tal care. | 

He is told, you must do some- 
thing about these things; but he 


administers a small hospital, prob- 


ably in a small community .. . with 


little hope of finding applicants | 


with hospital job experience... 
with a limited budget. What ex- 
actly to do is the problem. 


THE COMBINED JOB 


Job combinations long have 
been suggested as a personnel de- 
vice for the small hospital, and 
these have been used successfully 
for many years. We all are familiar 
with the nurse anesthetist-director 
of nurses, with laboratory and x- 
ray combinations, with the com- 


Miss Davis, administrator of the 74-bed 
Pawating Hospital, Niles, Mich., is a mem- 
ber of the Joint Committee of the Ameri- 
can Hospital Association and the Ameri- 
can Dietetic Association. This article is 
based on a paper by the author to the 
56th annual convention of the American 
Hospital Association last September. 


JANE S. DAVIS 


bined admitting clerk and medical 
record librarian or credit and col- 
lection clerk. However, variations 
in hospital size and type, physical 
plant layout, available equipment 


. and the objectives in the kind of 


service the hospital wishes to give 
—these all enter into the planning 
of job combinations which will 
work in the hospital. Any job- 
combination program must be 


‘ tailormade to a particular hospital. 


In recruiting and training for job 
combinations, we first need to 
know what we want to accomplish. 
We need to know hospital func- 
tions and the basic occupational 
information on all hospital jobs. 
We cannot recruit unless we know © 
for what qualifications we are 
looking. When we have the basic 
information, we can consider job 
combinations which require like 
skills. These activities need not 
necessarily be related. Job com- 
binations require careful organiza- 


_ tion and some imagination—imagi- 


nation to try something even when 
it hasn’t been tried before, and 
imagination to recognize the po- 
tential of an applicant. We must 
hire not only for today’s jobs but 
also with a long-range purpose in 
mind. 


TWO ILLUSTRATIONS 


Let me illustrate with two cases. 
Let us look at the possibility of 
employing a pharmacist who may 
be available in the community. Be- 
cause of the size of the hospital, the 
idea of adding a pharmacist to the 


| 
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payroll seems out of the question. 
_ Besides, it isn’t deemed practical to 
hire a pharmacist in a 50-bed or 
60-bed hospital, or even one with 
70 beds. 

But perhaps this is the oppor- 
tunity for a successful job combi- 


nation of pharmacist, storeroom 
manager, purchasing assistant and 
receiving clerk (depending upon 
the work load and the physical 
layout). All of these jobs call for 
similar skills, and the training and 
knowledge of the pharmacist is not 
wasted. Handling hospital supplies 
should provide more job satisfac- 
tion to the pharmacist than selling 
greeting cards and cosmetics 
downtown. Along with better 
pharmacy service, on the basis of 
his training he is able to set up 
simplified requisition forms and 
inventory records, to develop a 
storeroom manual, to control sup- 
ply issuances and to work with 
doctors on drug standardization 
and with personnel on _ supply 
standardization. He might even be 
able to supervise a central supply. 
In our hospital, we found just 
such a person and set up just such 
a combined job successfully; and 
hiring a pharmacist to handle 
drugs has released the director of 
nurses and the floor nurses for 
more important nursing duties. 
Another day, an occupational 
therapist knocked on our door. 
With our average patient stay of 
5.8 days, it seemed unlikely that 
‘we would have had much use for 
an occupational therapist except in 


instances. But she could 


interested in a job which combined 
routine physiotherapy with elec- 
trocardiography. She now works 
as a ward secretary on a small 
unit, as physiotherapist and EKG 
technician. Her training consisted 
of our two-day orientation and 
training course for ward secreta- 
ries, one week’s work in the phy- 
siotherapy department in a neigh- 
boring city hospital and training 
by a salesman in use of the EKG 
machine. Already familiar with 
hospitals and their ways and skill- 
ed in working with patients, she 
proved an apt, eager employee in 
learning new job skills. 

An added dividend has arisen 
from her working in the hospital. 
Now that our doctors are aware 
of her original specialty, she is 
called in for 
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consultation in 


chronic home cases—and thus her 
occupational therapy training is 
made available outside the hospi- 
tal, too. Here again, nurses are re- 
leased for bedside nursing care. 

Job -combinations, for the most 
part, must be carefully planned. In 
such planning, job descriptions and 
procedure manuals are important. 
Every hospital would like to have 
scientific supervision of its dietary 
department, for instance, but often 
neither is there a qualified dietitian 
available nor is the department 
large enough for a_ full-time 
supervisor. We might think, then, 
of using an available home eco- 
nomics graduate. In addition to her 
food service supervisory duties, 
she would be a natural for house- 
keeping and receiving clerk duties 
—perhaps for management of the 
storeroom or even the laundry. 
Her knowledge and skills will take 
her part way. Specialized hospital 
institutes, workshops and training 
courses can finish the job, if we 
have been careful in selecting her. 
The continued guidance and un- 
derstanding of the administrator 
are most necessary. 


THE SHARED DIETITIAN 


Another possibility for compe- 
tent food service supervision, of 
course, is the shared dietitian. (See 
“Dietetics Administration,” p. 102 
of this issue.) She may spend her 
time between two or three hos- 
pitals, depending upon distances 
and her duties in the participating 
hospitals. Her. ability to establish 
high standards of food prepara- 
tion and service, plus her ability 
to incorporate scientific methods 
into kitchen management, are of 
major importance to hospitals that 
otherwise could have no dietitian. 
This arrangement might well be 
carried on with other specialties. 

Physical layout is important in 
the small hospital plant, if jobs are 
to be combined successfully. Since 
personnel costs account for 60 to 
70 per cent of the hospital dollar, 
too much thought cannot be given 
to this important item in new 
planning. I know of a beautiful, 
new 60-bed hospital harassed by 
scarcity of qualified personnel and 
lack of funds. It is stymied in its 
attempt to staff certain facilities 
because services which might 
logically be grouped under one job 
combination are scattered at dif- 


ferent ends of the building and 
over two separate floors. 

Successful recruitment and 
training for job combinations calls 
for a well-organized personnel 
program. Even in the small hos- 
pital, where the personnel pro- 
gram falls to the administrator, 
he must work up methods of sci- 
entific selection, make himself a 
skillful interviewer, keep records 
of employee performance and cul- 
tivate sources of applicants. Per- 
haps assistance can be secured 
from a nearby larger hospital or 
from a neighboring personnel as- 
sociation, industrial management 
group, college or university. Are 
we making the most of what we 
have? Do we know the potential 
of the persons who work for us? 

We must ask whether we have 
made provisions for an adequate 
training program—both inservice 
training and outside the hospital. 
Institutes, workshops, regional de- 
partmental associations and man- 
uals and publications are all valu- 
able as training media. Manage- 
ment conferences,- departmental 
meetings and problem - solving 
committees that cut across status 
and job lines all help the untrained 
employee to become a successful 
member of a competent hospital 
team. 

Procedure manuals should be 
set up for specific jobs. Job De- 
scriptions and Organizational 
Analysis for Hospitals and Related 
Health Services, published by the 
U.S. Department of Labor in co- 
Operation with the American Hos- 
pital Association,* is useful as a 
tool in developing job descriptions 
and specifications. and in suggest- 
ing possible sources of particular 
skills. Through the development of 
such reliable and complete occupa- 
tional information, the local em- 
ployment agencies are better able 
to help the hospital. 

In summary, imagination and 
organization must be employed in 
setting up job combinations. By 
using available specialists when- 
ever possible and by training other 
well-selected persons for job com- 
binations, the small hospital can 
add services not otherwise possible 
and thus tremendously improve 
the caliber of its patient care. & 


*Available the US. 


Printing Office, Washington 25 
per copy. 


HIS ISSUE OF HOSPITALS, our 
journal, is the first one 
devoted to the smaller hospital, 
and the Association is proud to 
present it as one of the tangible 
evidences of our expanded pro- 
gram. 

Two-thirds of our recognized 


short-term hospitals are less than 


100 beds. Recognition of the fact 
that small hospitals are in the 
majority requires that we give 
them more attention. In the past 
we have not done so. Perhaps one 
reason that we have not done so is 
that small hospitals usually have 
limited budgets, are not fully de- 
partmentalized and, therefore, have 
fewer persons with organizational 
or writing ability. They are usu- 
ally more isolated because of their 
geographic location and so cannot 
have the organizational help or in- 
terest of the larger hospitals in 
urban areas. The administrators 
are tied down with the responsi- 
bility of running the hospital with 
limited funds and personnel. 

It is proper that all of us recog- 
nize the small hospital as an im- 
portant asset in the health of the 
nation. By timely and wise recog- 
nition of the small community hos- 
pital and its problems, we can help 
these important hospitals to better 
solve their problems and improve 
their efficiency not only through 
the recognition they so richly de- 
serve, but also by concentrated 
study on our part of their problems 
and setting up more institutes in 
regions and states. 

In our free enterprise system, we 
believe that so long as there are 
needs for hospital service and op- 
eration—that is, need for more 
hospitals and more hospital beds— 
it is inevitable for communities 
with initiative to start small com- 
munity hospitals. The Hill-Burton 
Act was designed to recognize this 
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yous fnesident reports — 


fact. To do otherwise would dimin- 
ish hospital service in this country. 
Furthermore, as wealthy as this 
country is, there are still not 
enough capital funds being made 
available to build larger hospitals. 

Our recent contemplation of civil 
defense clearly brings out that if a 
major city were to be bombed, the 
burden of caring for the survivors 
would fall on adjacent communi- 
ties and thus would bring into 
sharp focus the community hospi- 
tal, from the largest to the smallest. 
This gives immediacy to the need 
to recognize the small hospital be- 
cause smaller communities do not 
have the same degree of civil de- 
fense organization as the cities. 
Therefore, it is vitally important 
that the smaller hospitals realize 


that, in the event of attack, the 


burden of hospital care would fall 
upon them. We in the hospital field, 
particularly in the small commu- 
nity hospitals, must realize that we 
may be faced with an emergency of 
such magnitude as to be almost 
incomprehensible. 

The practice of medicine in this 
country is unique in that practically 


all physicians carry out therapy. 


In other words, they treat patients. 
This is not always true in other 
countries. Inasmuch as our medical 
graduates today are coming from 
grade A medical schools, and in- 
asmuch as they have had an aver- 
age of two years’ internship and 
residency training, they require 
and are demanding hospitals in 
which to practice. If the com- 
munity does not provide a hospital 
for these physicians, one can pre- 
dict that these physicians will 
somehow organize their own hos- 
pitals. As in the past and today, 
some physicians purchase a large 
residence and start their own hospi- 
tals. At a later date, particularly if 
the doctor is successful, the com- 


munity is usually induced to take 
over the hospital and enlarge it. 
There are many who feel that a 
hospital should have at least 100 
beds with a fair amount of de- 
partmentalization. The fact re- 
mains, however, that for a variety 
of reasons, the small hospital will 
continue to be built and operated. 
The problems of the small hos- 
pital vary so with their locality 
that in many respects it is better 
that they be considered at the local 
level. The creation of regional hos- 
pital groups, working with the 
state and national hospital asso- 
ciations, seems to be the effective 
pattern for the future. Here is an 
opportunity for us at the national 
level to take the lead by helping 
through our expanded program. 


HAD THE great pleasure of being 
a delegate and program partic- 
ipant at the International Hospi- 
tal Congress in Lucerne, Switzer- 
land, May 29-June 3. More than 
500 persons from 25 countries reg- 
istered for the meeting. . 
Among the 27 U. S. delegates 
were Howard E. Bishop, hospital 
consultant; E. M. Bluestone, M.D., 
hospital consultant; Robin C. Buer- 
ki, M.D., executive director of 
Henry Ford Hospital, Detroit; Ba- 
sil C. MacLean, M.D., Commission- 
er of Hospitals, City of New York, 
and Maurice J. Norby, AHA dep- 
uty director. | 
AHA Director Edwin L. Crosby, 
M.D., and Doctor Buerki are the 
elected U. S. delegates to the 
Council of Management of the 
International Hospital Federation. 


F. R. Bradley, M.D., presid 
American Hospital Association 
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You can start or stop fluid flow and adjust 
its rate as many times as necessary with the 
exclusive Cutter Safticlamp*...and one hand 
does all the work. 


The Safticlamp, built into every Cutter ex- 
pendable I. V. set at no extra cost, is practical, 
too. It can’t get lost or misplaced, can’t slip, 
break or damage tubing. And you can actu- 
ally bend the Safticlamp up to 130 times 
and still have positive flow control. 
Ask your Cutter Hospital Supplier 
for a demonstration. 


exclusive 


All Cutter |. V. Saftisets” 


CUTTER aboratories 
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Accreditation of the small hospital—the endorsement 
of good patient care—depends to large degree upon 


a workable plan for 
medical records 


MARY ELLEN TWITTY 


tor chose to practice in a 
small community—unless he was a 
millionaire—he left behind him all 
but the barest essentials of equip- 
ment and trained assistants. A 
patient wishing to assure himself 


N% SO LONG AGO, when a doc- 


that he was receiving the best 
medical care possible often packed 
up his belongings and traveled 
far away from home, and at great 
expense, to the big city medical 
center. 

Today, this picture is fast chang- 
ing, with the advent of the mod- 
ern small community hospital. 
With well-equipped facilities to 
help them, more and more well- 
trained young doctors are setting 
up practice in the smaller towns, 
where they are greatly needed. 


Miss Twitty. a registered record libra- 
rian, is a medical records group super- 
visor in Tulsa, Okla. ? 
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NEARLY IDENTICAL record rooms in 32-bed Bates 
Memorial and Springdale Memorial hospitals, Arkansas, 
utilize wall space for record storage, provide comfort- 
able accommodations for two full-time employees. Lay- | 
out is typical arrangement for small, rectangular room. 


More and more patients are choos- 
ing to remain in their home towns, 
near their family and business. 
These communities are proud of 
their hospitals and strive to pro- 
vide in them the best possible 
medical care. Their laboratories 
are well-equipped, their x-ray de- 
partments small but efficient; their 
surgeries are well-staffed and their 


rooms attractive. Some of the more 
advanced of these hospitals are 
already fully accredited by the 
Joint Commission on Accreditation 
of Hospitals and stand side by side 
with their larger counterparts in 


assuring their patients “Grade A” 


medical care. 
A 30-bed hospital fully accredit- 
ed? “Impossible,” some have said. 
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THIS IS THE BIG 
ARMSTRONG DE LUXE 
H-H BABY INCUBATOR 


easy-opening, easy-clos- 


ing, double-sealed, non- 
mechanical Hand Holes. 
2—<A BIG Incubator, big enough 
fora baby 25” (63 cm) long. 
3—Self-purging Nebulizer for 
either water or other medi- 
cation such as Alevaire. 


4—New solid stainless steel Al- 


omizer now in the Nebulizer. 


Simple, 2-piece, easy to clean. 


5—Supersaturated atmos- 
_ pheres either with or with- 
out oxygen. 


' 6—Either LOW or HIGH oxygen 
concentrations—as you wish. 


7—Price includes 4-compart- 
ment, easy-rolling, cabinet 
base. 

8— Bottom tray and interior trim 
of Incubator Stainless steel 
for easy cleaning. 

9—Underwriters’ Laboratories 
and Canadian Standards 
Association tested and ap- 
proved. 

10—NO motor, NO fan to clean 
or service. 

11—NO forced draft ventilation. 
Air, oxygen or fog all move 
naturally and safely thru 
the Incubator. Should the 

_ power fail the air still moves. 

12—Heating unit guaranteed 
service-free for 3 years. 

13— Automatic Fenwall 
switch control. 

14—Slide opening in the end for 
parenteral fluids, etc. 


-15—All 4 sides heavy clear 


shining Plexiglas with 4°’ 

safety glass top all set in a 
. tigid steel frame for strength 

and complete visibility. 


bed, foam mattress, 
vinyl plastic covers, extra 
hand-hole sleeves, 2 white 
duck weighing hammocks, 
metal armored F & C ther- 
mometer, directional flow 

control Oxygen inlet and 
many other details ALL in- 

_ cluded in the one LOW PRICE. 
(Only the Scales, when need- 
ed, are extra). 


WRITE FOR COMPLETE 
DETAILS AND PRICES 
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“AND IT DOESN'T COST A FORTUNE,’ 
he said 
Talking with a physician at a recent meeting, he told 
us why he liked the new Armstrong De Luxe H-H 
Baby Incubator—and then, just as he was leaving, he 


remarked, “and it doesn’t cost a fortune, either.” 


THE GORDON ARMSTRONG COMPANY, INC. 


508 Bulkley Building, Cleveland 15, Ohio 
Distributed in Canada by Ingram & Beli, Lid. 
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“Too much work!” others say. 
Those hospitals of this size which 


are already accredited prove that | 


it is not impossible. The Joint Com- 
mission judges hospitals by what 
it considers to be the minimum 
standards by which good quality 
medical care can be given to pa- 
tients. If a hospital and its doctors 
already provide this standard of 
care and can prove it to the satis- 
faction of the surveyor, then ac- 
creditation means no additional 
work at all. If such services are 
not now provided, is it not worth 
a bit more work to provide pa- 
tients with care of a quality com- 
parable to that given in the best 
hospitals in the country? Small 
hospitals can provide such care. 
Many of them are now doing it. 
One of the major deficiencies of 
small hospitals in this regard, 
however, continues to be the medi- 
cal record. A bank would not at- 
tempt to handle other people’s 
money without detailed records of 
every transaction. How very much 
more important for a hospital, 
which handles other people’s lives, 
to keep adequate records! This is 
an essential to good patient care. 


THE PLACE 


Quite often in the building of a 
small hospital, the architect—not 
understanding the function of 
medical records—will allot little 
or no space for this department. 
A 100-bed hospital was built some 
four years ago, for example, with 
a record room approximately six 
by eight feet. In another case, a 
32-bed hospital with an architect 
who had been oversold on the legal 
aspect of medical records found 
itself with an eight by ten bank 
vault as a record room, complete 
with a half-foot-thick, combina- 
tion-locked door. This was fine 
for the records (while space in 
the vault lasted), but it was a little 
rough on the record librarian, who 
suffered from bad lighting and 
poor air circulation until the ad- 
ministrator very gallantly gave up 
his office for a record room. An- 
other record room was set up in 
an unused labor room in the ob- 
stetrical department, with private 
wash basin, lovely tile walls and 
piped oxygen. 

Some hospitals try to combine 
the business office with the record 
room. This seldom works satis- 


factorily, as the doctors are not 
anxious to work on records with 
a lobby full of visitors listening to 
their dictation. If the records are 
typed, the constant interruptions 
of the business office are equally 
distracting to the typist, who is 
using a specialized vocabulary and 


~ needs all the quiet and concentra- 


tion she can have in order to get 
the doctor’s dictation on paper ac- 
curately. It is best and less expen- 
sive, even in the smallest of hos- 
pitals, to provide a definite and 
separate room for medical records. 

The size of this room depends 
mainly on two things—the num- 
ber of patients expected to be 
discharged each month (remem- 
bering that there is a chart for 
each one) and the type of work 
expected from the record depart- 
ment. 

In this area, a patient stay of 
five or six days seems fairly aver- 
age in small hospitals. This means 
the 100-bed hospital with a 60 
per cent occupancy will file be- 
tween 300 and 420 charts each 
month—more if occupancy, say, is 
over 70 per cent. It is not going 
to be long before the small rec- 
ord room bursts at the seams with 


records. 


Some small hospitals have nei- 
ther dictating equipment nor ste- 
nographers in connection with 
their record rooms. Doctors write 


their own charts; even x-ray re- 


ports are hand-written. In others, 
the department is responsible for 
typing histories, operative and 


X-ray reports, physical examina-— 


tions, consultation reports, birth 
certificates, abstracts and all cor- 
respondence pertaining to the rec- 
ords. 

Under such conditions, one 25- 
bed hospital I know of uses only 
one employee, part-time. Another, 
with 32 beds, requires the serv- 
ices of two full-time people—and 
needs working space for two. 

Another factor which should be 
considered is the length of time 
records will be kept in the record 
room proper before moving to stor- 
age. Perhaps provision of store- 
room facilities immediately nearby 
will be an answer to this problem. 


THE EQUIPMENT 


The minimum basic equipment 
for a record room should include 
a desk for the record librarian, a 


table for the doctors to work on, 
chairs, good lighting, a good type- 
writer for each employee and small 
miscellaneous things such as scis- 
sors, stapler, pen and ink. It should 
include chart forms and stationary 
supplies, filing equipment and 
Standard Nomenclature of Dis- 
eases and Operations and medical 
dictionaries. 

Chart Forms. If the charts are to 
be hand-written, forms with lines | 
are useful. If the charts are to be 
typed, however, the history, physi- 
cal examination report of opera- 
tion and consultation forms should 
have no lines and should have 
large areas of blank space to speed 
up typing and increase legibility. 

Filing Equipment. Five-drawer fil- 
ing cabinets or good grade shelv- 
ing are standard for filing hospi- - 
tal charts. If the record room space 
is limited, it should be remem- 
bered that shelves use only about 
one foot of floor space, as com- 
pared with approximately six feet 
of floor space for cabinets (three 
feet for the cabinet itself and three 
feet for the drawer to pull out). 
Shelves also utilize the space from 
the top of the cabinets to the ceil- 
ing, which is otherwise wasted. 
If shelves are used in the record 
room, or it is planned to use them 
later for storage, the number tabs 
in the chart folders should all be 
on the same side. 

Indexing Equipment. The patients’ 
index is generally kept on 3 x 5 
or 4 x 6 cards and can either be 
bought ready-printed or made 
from blank cards. Since this is a 
“master” file which will grow larg- 


er and larger through the years, 


two-drawer metal expansion files 
are handy; and dividers of medi- 
um alphabetical breakdown should 
suffice for many years. There is 


- generally one card per patient. The 


patient’s name and identification 
data are typed at the top of the 


ecard with the hospital number, 


dates of admission and discharge 
and attending physician of each 
hospital stay listed below. In many 
hospitals, when a patient is re- 
admitted the card is taken from 
the master file (patients’ index), 
the new hospital number, date of 
admission and attending physi- 
cian entered and-the card filed in 
a small box on the record librari- 
an’s desk. This box then becomes 
a “house” file comprising an alpha- 
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BRILLIANT, EDGE-TO-EDGE SHARPNESS ! 


You owe it 
fo your 
audience 


—small or large... 


CHOOSE from 2 Kodaslide 
Signet Projectors... 


Kodaslide Signet 500. With 500-wart lamp. 
Lumenized Kodak Projection Ektanon Lens, 5-inch 
{/3.5. Smooth, effortless slide changing. New 
impeller type blower. Price, $72.50. With //2.8 
lens, price, $79.50. 


Kodaslide Signet 300. With 300-watt lamp. Same 
optics, many other features of Signet 500. With 
{73.5 lens only, price, $59.50. 


Prices include Federal Tax where appitcable and 
are subject to change without motice. 


OR—CHOOSE a Kodaslide Projector, Master Model 
1000-watt lamp. Delivers more light than any other 
2x2-inch projector. Choice of 4 fine projection 
lenses. Heat-absorbing glass and built-in fan protect 
slides from heat. Priced from $169. 

For further information, see your Kodak dealer, 
or write for literature. 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 
Serving Medical Progress through Photography and Radtography. 
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betical list of patients in the hos- 
pital. When the patient is dis- 
charged, his card is pulled from 
the house file and date of discharge 
typed on. The card is now ready 
for return to the master file. 

Diseases, operations and physi- 
cians’ indices are usually main- 
tained on 5 x 8 cards available in 
several preprinted varieties. Thir- 
ty 5 x 8 dividers are sufficient for 
the disease and operations indices 
of most small hospitals, plus one 
additional divider for each mem- 
ber of the staff for the physician’s 
index. 

Dictating Equipment. This, of 
course, is optional. Doctors are 
busy people, however, and will be 
more inclined to spend a few min- 
utes dictating a good record than 
to spend twice as long writing out 
such words as “non-contribu- 
tories” by hand. Good standard 
dictating equipment is not avail- 
able at bargain-basement prices; 
the initial cost is expensive. The 
dictating equipment will be on 
hand 24 hours a day. It may be 
used while the doctor is waiting 
on a patient in labor or immedi- 
ately following surgery while the 
procedure is still fresh in his mind. 
The equipment can be an excellent 
aid in securing good records. 


THE HOSPITAL NUMBER 


Of the three numbering and fil- 
ing systems in general use, the 
serial-unit system seems to be 


most satisfactory for small hospi- . 


tals. This combines the advantage 
of giving the next consecutive 
number to each admission (wheth- 
er or not the patient has been in 
the hospital previously) with the 
advantage of filing all records of 
the patient’s hospital admissions 
under the latest number. Still- 
borns, of course, are not given 
numbers. 

A patient’s register, containing 
hospital numbers in numerical 
order with the admission date, 
patient’s full name and doctor, 
should be kept by the admitting 
officer and stored in the record 
room when full. Printed registers 
are available in book form, or in- 
formation can be recorded in an 
ordinary notebook. 


THE RECORD LIBRARIAN 


In addition to other qualifica- 
tions for this type of work, the 


record librarian of the small hos- 
pital must be mature enough to 
handle confidential material en- 
trusted to her. She should have 
good sales ability in order to con- 
stantly “sell” the value, protec- 
tion, usefulness and necessity of 
medical records. 


ALTERNATIVE PLANS 


Registered medical record li- 
brarians for small hospitals are 
not easy to find. If one cannot be 
found, there are at least three gen- 
eral methods of securing good rec- 
ord librarian service. Probably 
the most satisfactory way would 
be to choose a qualified permanent 
resident of the community who is 
interested and to help her to go 
away for a year’s training in one 
of the medical record schools. In 
a situation where three or four 
hospitals are located near each 
other, it may be possible for a 
registered librarian to be hired on 
a permanent basis to supervise and 
direct the department in each of 
them. This has been done in sever- 
al places over the country. 

A third way is to embark on a 
“home training course.” 

If at all possible, an experienced 
registered record librarian should 
be secured on a part-time or con- 
sultation basis to set up and or- 
ganize the record department. This 
will save time and money by elim- 
inating the waste and insecurity 
of trial and error, and give the 
record department a firmer foun- 
dation on which to build. 


TRAINING 


Once the record room is set up 
and functioning, the librarian 
should be encouraged to learn as 
much as she can about her work. 
Some of the many sources of train- 
ing are: 

Local Physicians. Doctors on the 
staff are often willing to teach 
small classes in anatomy and 
terminology, answer questions the 


record librarian trainee asks, and ~ 


help with the more difficult cod- 
ing. 

Literature. Several books are 
available on the different phases 
of medical record work. A small 
basic library is helpful. There are 
often good articles on medical 
records or related subjects in hos- 
pital and medical magazines which 
should be called to the attention 


of the record librarian. The Jour- 


nal of the American Association 
of Medical Record Librarians is a 
good source of material on current 
trends in record work. Several 
pharmaceutical, suture and x-ray 
companies have published booklets 
of anatomical transparencies, il- 
lustrated surgical techniques, etc., 
which they will send free upon 
request. | 

Associations. Last, and perhaps 
most important, are the state, 
regional and national associations 
for medical record librarians. 
Through the year these associa- 
tions and related groups like the 
American Hospital Association 
present for their members work- 
shops and institutes of concen- 
trated study, which are excellent 
training sessions. The contacts 
with other record librarians and 
the informal discussions of their 
work which often follow are in 
themselves good ways of learning 
and evaluating one’s own depart- 
ment. 

The small hospital has evolved 
from little better than a rooming 
house to an efficient, well-equipped 
and well-staffed workshop, capa- 
ble of giving the best in medical 
care to its patients. The medical 
record department is proud of its 
part in this change. s 


Notes and Comment 


No smallpox 


Public Health Service officials 
recently pointed out that 1954 was 
the first year in which not a single 
case of smallpox was reported in 
the nation. In 1920, there were 
110,672 reported cases. 


Portable atomic x-ray 


A RECENT TELEVISION newscast 
disclosed the federal government 
is experimenting with a portable 
x-ray machine weighing only 48 
pounds. It utilizes atomic energy 
and produces a direct print in a 
matter of seconds without resort- 
ing to the use of the conventional 
dark room and chemicals. A model 
was demonstrated on the newscast. 
Continued study is underway to 
develop the machine so that im- 
proved and more minutely defined 
x-ray pictures can be made. 
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it’s dependable 


with quick acting economical 


high germicidal potency «- low toxicity - nonirritating 


INC. New York 18, N.Y. Windsor, Ont. 


Zephiran, brand of benzalkonium chloride (refined) 
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We can't afford a 


purchasing agent 


yet can improvise to fill the 


important purchasing function 


HARL STOKES 


N OUR STATE, district and na- 

tional hospital gatherings, we 
hear a great deal on whether or 
not certain papers or ideas are 
adaptable to this size or that size 
hospital, as determined by the 
number of beds. It hardly seems 
possible to so judge a hospital, 
however, as the hospital in this 


respect is much like a person. Its 


size in the eyes of the people who 
see it depends upon what it makes 
of itself, on its value to the com- 
munity it serves and on its organi- 
zational set-up. Basically, whether 
the hospital is small or large, its 
over-all purpose and problems are 
very, very similar. | 

Thus, while this article is basic- 
ally designed for the small hospi- 
tal, the worthwhile ideas and sug- 
gestions it contains should be of 
interest to all hospitals. 

No hospital, large or small, 
should be without a purchasing 
agent! A competent agent and 
smoothly functioning department 
determine to a great extent the 
quality of service that can be ren- 
dered to the patient. They help 
determine the economic status of 


Mr. Stokes is administrator of the 50 bed 
Capitol City General Hospital, Oklahoma 
member of the Committee on 

= and Standardi- 
zation of American Hospital Associa- 


the hospital. Their need is impera- 
tive. 

A purchasing agent in the small 
hospital? The first thought that 
comes to mind by many adminis- 
trators of 15-bed hospitals, of 
those with 25 or even 50 beds, is, 
“Why, that’s ridiculous! We can’t 
afford a purchasing agent.” This 
probably is very true if they are 
thinking of employing an addition- 
al person for the purpose. But the 
simple truth of the matter is that 
the administrator already has a 
purchasing agent and the facilities 
for a purchasing department. He 
just doesn’t realize it or utilize the 
facilities as such. Necessity is the 
mother of invention; and since we 
in the hospital field have found it 
so necessary to improvise and seek 
different ways of doing seemingly 
impossible things, then we should 
not hesitate to look into this mat- 
ter a little more deeply. 


THE APPROACH 
Today, we have vivid examples 


' of proper timing in many of our 


well-managed small hospitals. The 
administrator of the small hospi- 
tal needs a routine, an itinerary, 
the same as the administrator of 
the larger hospital. The small hos- 
pital administrator is just as im- 
portant, his time just as valuable 


and his decisions just as important. 
It is quite obvious that since his 
hospital is going to need a cen- 
tralized purchasing system he, by 
necessity, will have to be the pur- 
chasing agent. By the same token, 
he finds it necessary to handle 
public relations, personnel and 
many other departmental duties 
that his hospital otherwise would 
do without. 

The ideal thing for the admin- 
istrator to do first is to establish 
a definite purchasing policy with 
his board of directors. He should 
have a definite understanding as 
to what financial extent he may 
go and to. what extent he may 
obligate the hospital in signing 
purchasing contracts. All of this is 
vitally important, particularly in 
the city, county or state institu- 
tions. 

Next, the must 
meet with the department heads 
and explain to them the plan of 


‘centralized purchasing. He must 


get their ideas and cooperation on 
the matter; without it, the pro- 
gram is doomed to failure. To- 
gether, they must work out the 
requisition form most easily adapt- 


able to their individual hospital. 


When finished, it should be com- 
pared with standard forms pre- 
pared by the printing companies 
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- + + equipment planning and contract service 


with sustained service following completion 


Aloe Hospital Equipment Layout and Planning Service was 
established because of the critical need for relieving hospital 
planners of time-consuming details incident to equipment 
selection. This service is available to architects, engineers, 
hospital consultants, and administrators. 


To the Architect or Engineer: We provide layout assistance 
and technical information concerning fixed equipment ex- 
clusively related to hospital and laboratories; i.e., cabinets 
and casework, sterilizers, operating lights, etc. . 


To the Hospital Administrator, Board, Architect or Con- 
sultant: We will assist you in preparing cost estimates and 
selection of both fixed and non-fixed equipment—including 
preparation of suggested lists, suggested color schemes, and 
final selection of technical equipment. 


To the Owner: We provide you with a comprehensive equip- 
ment procurement service, including our Customer's Order 
Control Record, which enables you to maintain a constant 
check on the status of your order. Shipments arrive at your 
hospital plainly marked with item numbers, hospital room 
number and department designation. Trained representatives 
make quarterly inspections of your equipment and make 
routine calls for sustained post-completion service. 


A Plan: Your contractor requires a plan to construct the 
building. Hospitals have learned by bitter experience that a 
plan for the purchase of equipment is equally important. 
Pressed for time, and harried by endless details concerned 
with building construction and finance, many hospital plan- 
ners have wisely turned to Aloe Purchase and Service Plan 
for experienced counsel and direct assistance in equipment 


planning, and selection. 


Brochure Free: We have prepared 
an illustrated brochure which sets 
forth in clear, simple details our 
Plan for equipment selection, plan- 
ning and purchase. This brochure 
will be sent to you on request. 
Address your inquiry to Contract 
Division, A. S. Aloe Company, St. 
Louis 3, Missouri. 


Ge Se aloe COMPGMY avo 1831 Olive Street + St. Lovis 3, Missouri 


LOS ANGELES . 
1150 So. Flower St 
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to see if these can be adapted to 
the needs. Above all, the adminis- 
trator should emphasize to the de- 
partment heads the need for 
thought and accuracy in comple- 
tion of the requisitions. Perhaps 
an illustration of this might be to 
bring in two different sizes of the 
same product and point out how 


one size will work in one instance | 


but not in another. Sponges, nee- 
dles, soaps and catheters all can 
be used as good examples. 3 

Finally, the administrator must 
impress upon his department heads 
the importance of carrying an ade- 
quate supply. He should let them 
know in time and dollars and cents 
what it means to the hospital to 
buy a rush or emergency item 
merely because someone failed to 
keep the supply at the proper level. 
He should picture to them the tele- 
phone calls, telegrams and freight 
involved, the possible danger to 
the patient. At the same time, he 
must make them aware of what 
too great an inventory can cost 
the hospital, of what a “dead” ex- 
pense this is to the hospital and 
how valuable storage space is used 
up. He should make sure they 
realize how this affects hospital 
salaries. 


STRIKING A HAPPY MEDIUM 


Here is a case history worth 
your reading, particularly if your 
hospital purchasing has been un- 
satisfactory through lack of or- 
ganization or system. There was 
one small hospital in which not 
only the department heads ordered 
as and when they wished but also 
any person in any department. 
Orders of all sorts were placed 
with any and all companies. Sales- 
people wandered all over the hos- 
pital taking orders, detailing prod- 
ucts, interrupting work proced- 
ures; shipments came in without 
anyone knowing who ordered 
them for what department or why. 

When the change was made, it 
was drastic. Conditions went from 
one extreme to the other. Sudden- 
ly the salespeople were stopped 
from wandering through the hos- 
pital. Personnel using the products 
felt that they had no hand what- 
soever in choosing what they were 
expected to use. 

Neither way was satisfactory 
until the hospital struck a happy 
medium. The principle of central- 
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ized purchasing was retained, yet 
everyone felt that they had a voice 
in what was purchased. Adequate 
control still was exercised. The 
purchase requisitions now came 
from the department head to the 
administrator, but on occasion 
sales representatives were author- 
ized and even asked to meet with 
certain department heads to dis- 
cuss the merits and application of 
certain products. 

Meetings between sales repre- 
sentatives and department heads 
can best be achieved by making 
sure department heads are aware 
they can discuss matters with the 
representatives. The department 
heads can make this request on an 


order requisition, on a memo or - 


verbally. In this way, when the 
company representative calls, the 
meeting can be arranged so as not 
to interfere with the work sched- 
ule. Even if the representative has 
no appointment, the administrator 
can easily arrange a conference 
between department head and rep- 
resentative to discuss details of a 
product that seems interesting. 
Most important of all, all items 
to be purchased must first be re- 
quested on the requisition and 
signed by the administrator or by 
a duly appointed representative in 
his absence. It is always best that 
this réquisition come direct from 
the department head to the ad- 


ministrator’s office rather than via 


the sales representative. 

If at all possible, the adminis- 
trator should furnish each depart- 
ment with as many company sup- 
ply and equipment catalogs as 
possible or needed. Most supply 
companies are happy to furnish 
catalogs so long as they feel the 
book is subjected to good usage and 
not furnished merely for compari- 
son, for looks or to gather dust. 


SALES INTERVIEWS 


The next matter we need to 
consider is “when and how” the 
administrator is to see the sales- 
people. How can he be expected to 
handle this, in addition to his 
many other obligations? The fact 
remains, he must make the best 
of it. And he can! He can turn 
the “purchasing problem” into an 
enjoyable and profitable situation. 

His first consideration is time, 
because there are few other pro- 
fessions in which the demand for 


time is so-great as that of hospital 
administration. He must realize 
that the salespeople who call on 
his hopsital are commonly accus- 
tomed to dealing with the purchas- 
ing agents in large institutions and 
that in many of these large insti- 
tutions there are set hours and 
days when purchasing is done. 
More often than not, this is indi- 
cated by a sign outside the pur- 
chasing agent’s office. 

Why can we not establish in the 
hospital certain days of the week 
and certain hours of these specific 
days in which to see salesmen? 
At first, this will be a little awk- 
ward to all concerned, but after 
some time the benefits will be felt 
by all. The salesmen should be 
informed as to which days to come 
to the hospital and which days not 
to come. They should be informed 
on which hours to be there on 
these certain days so that they can 
work the interview into their 
schedules. After all, the salesman 
generally works on a commission 
basis, and when he is sitting out- 
side the administrator’s office he 
is spending his own money watch- 
ing other people go in for inter- 
views, discuss bills, discuss serv- 


-jce, public relations matters and 


all else. Even if he is on a salary, 
the end result is the same; his 
company expects him to make a 
certain number of calls and to de- 
tail his product to so many people 
each day. It is hard for him to 
accomplish this just sitting around 
“waiting his chance.” 

The administrator should give 
a great deal of consideration to 
these allotted days and hours be- 
fore setting them. He should pick 
the days when other hospital mat- 
ters will be least pressing. They 
should not be the days, for ex- 
ample, when his board, the staff 
or department heads meet. When 
the administrator is in the‘role of 
purchasing agent he must be able 
to devote his undivided attention 
to purchasing and to think clearly, 
rather than be under the tension 
of things yet to come or now hap- 
pening. By so doing, he can give 
more attention to prices, quality, 
etc. With the time to do things 
properly, he will more readily look 
upon the salesman as a friend 
rather than a “necessary evil.” 

The administrator should con- 
stantly keep the days in mind 
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Boston Lying-In Hospital 
cuts laundry operating costs 


Another hospital laundry . 
modernized by AMERICAN! 


$12,000.00 a year! 


Ups production 50% with 3 less employees! 


That’s what happened when Boston Lying-In 
Hospital modernized with American laundry 
equipment. Their problem? A big increase in 
clean linen requirements. Antiquated equip- 
ment couldn't satisfy this need without pay- 
ment of excessive overtime. Their solution? 
A completely .modern American-equipped 


laundry which produces highest-possible qual- 


fi Es 
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Partially responsible for tremendous production increase 
of 50% is this Streamline lroner with Airvent Canopy. 


You can depend on your American Laundry Consultant's 
advice in your selection of equipment from the 
complete American line. Backed by our 87 years’ 
experience in planning and equipping laundries, he 
| can help solve your clean linen problems. Ask for 
mem his specialized assistance anytime . . 


World’s Largest, Most Complete Line of Laundry and Dry Cleaning Equipment 


. no obligation. 


225-bed Boston ary Hospital, Boston, Mass., reduces 

00 a year by modernizing with 

American. Shown here, three — American 
. Extractor. 


laundry costs $12, 
Cascade Washers and a Monex 0. 


ity work—faster! Their savings? $12,000.00 
annually in laundry operating costs! A pro- 
duction increase of 50%! The release of 
three laundry employees for other duties! 


Whether your laundry volume is large or 
small, it will pay to call in your American 
Laundry Consultant. His visit and recom- 
mendations are made without cost or obli- 
gation to you. Call him in soon. 


Two air-driven Super-Zarmo Presses and a Super-Zarmoette 
Press give perfection finish to staff and student uniforms. 


mericarnr 


The American Laundry Machinery Company, Cincinnati 12, Ohio 
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which he has set aside, because 
this schedule has caused many 
other people to change their sched- 
ules to meet his demands. He has 
a moral obligation to see these 
people at the time he specified. 

Though most of our hospital ad- 
ministrators are qualified to pur- 
chase (they would not be in the 
position if they were not), the ad- 
ministrator may find himself not 
too well versed on some hospital 
supply and equipment items. In 
these instances, he must be more 
dependent upon his department 
heads and the salesman himself. 
In one sense of the word, he may 
be easy prey for an unscrupulous 
salesman, since he will depend 
upon him as to the quality of cer- 
tain products, the right and fair 
prices and the correct quantity 
for shipment. As one small hospi- 
tal administrator remarked quite 
frankly in a small gathering, he 
depended largely upon the honesty 
and sincerity of salespeople he 
did business with. They could de- 
ceive him, he admitted, but only 
once. They would never get a sec- 
ond opportunity! 


THE FOLLOW-UP 


If the administrator is going to 
assume the important task of pur- 
chasing agent in his dual capacity, 
then he must go one step further 
than the actual buying. This ap- 
plies in any hospital regardless of 
size. He must assume the respon- 
sibility for example, for checking 
receipts against the order specifica- 
tions. As purchasing agent, he must 
work with the department heads 
to see that the products are being 
used to best advantage and that 
there is as little waste as possible. 
The most effective way he can do 
this is to visit the department 
heads, counsel them and see the 
actual product in use, although 
much can be accomplished during 
the course of the department head 
meetings. Here, he might force- 
fully bring to the attention of the 
group the value of a purchased 
item and the cost of waste. For 
example, he might ascertain the 
actual dollar and cents value of a 
certain item in constant use in 
the hospital—one with which all 
department heads are at least 
vaguely familiar—and hold this 
before the group in one hand. He 
can take its value in actual cash 
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and hold this in the other hand. 
He tosses the purchased product 
into a disposal can—a simple act 


of waste that happens many times, 
with very little thought of actual 


values. Then he throws the money 
into the same can. He points out 
that while some people will waste 


or throw away supplies and equip- _ 


ment with little or no thought as 
to the cash value, no one throws 
away money; and yet they have 
equivalent value. 

Purchasing can, and should, be 
brought vividly into department 
head discussion meetings. Recently, 
during a conversation among sev- 
eral hospital administrators, one 
remarked how the nature of his 
department head meetings had 
changed. Whereas it had been 
previously more a social gathering 
for coffee and general discussion 
of the over-all operation of the 
hospital, he said, these same people 
now “get down to the business at 
hand” to discuss economy moves, 
methods, various specific products 
used, etc. This seems to be more 
common in our hospitals now, and 
that is why the department head 


meeting is an opportune time to 


discuss purchasing. It is a good 
time to create more desire on the 
part of department heads to use 
keener insight into selection of 
products for the hospital and to 
make better use of them through 
better application. 

The small hospital should make 
a-study of its usual consumption 
of products, its proximity to the 
supplier, its financial ability to 
buy and its storage facilities. When 
such a study has been made, the 
administrator-purchasing agent is 
in a better position to decide the 
quantity of inventory to be car- 
ried—inventory for 30 days, 60 
days, 90 days or even longer. Un- 
less there is something out of the 
ordinary, the three-month supply 
seems to be more or less generally 
accepted for the small hospital as 
a goal. | 

With some products it is ac- 
tually hazardous to attempt car- 
rying too small a supply—for ex- 
ample, such items as blood bottles, 


LV. solutions, sponges, catheters, 


etc., where these must come from 
a considerable distance. On the 
other hand, it hardly seems rea- 
sonable for the hospital to over- 
stock on such items as paper 


towels and. soaps, which can al- 
ways be purchased locally. Fur- 
thermore, life does not hang in the 
balance if a sudden shortage de- 
velops on these supplies. 

We can all agree that hospital 
purchasing, regardless of the hos- 
pital size, must never be done in a 
haphazard manner. Every hospital 
without a group purchasing ar- 
rangement can and _ definitely 
should have a purchasing depart- 
ment and an agent. If we want our — 
hospitals to render the service to 
patients they should and to fill the 
needs of the communities they 
serve, we must give purchasing its 
rightful place in the hospital. Ld 


Notes and Comment 


identify conductive tubing 


Particular care in the purchase 
of conductive rubber tubing for 
anesthesia machines is being urged 
on the basis of information that 
has been provided to the National 
Fire Protection Association Com- 
mittee on Hospital Operating 
Rooms. | 

It is recommended that hospi- © 
tals ordering such conductive tub- 
ing should require the tubing to 


be permanently marked for iden- 


tification as conductive rubber. 
Roy Hudenburg, chairman of the 
NFRA Committee, reports that 
this can be achieved by requiring 
suppliers to provide tubing that is 
labeled as approved‘ by Under- 
writers’ Laboratories, It is further 
stated that two manufacturers of 
this item have listed their products 
with Underwriters’ Laboratories 
and that both of the products are 
marked at intervals with an ap- 
propriate identification. 

This recommendation has been 
made on the basis of a letter re- 
ceived from a hospital reporting 
that rubber tubing ordered as 
“conductive rubber tubing,” when 
delivered and tested, was found to 
be nonconductive. The warning 
points out that tubing used on an- 
esthesia machines is a very impor- 
tant link in the system intended to 
eliminate static charges and that 
the use of tubing which does not 
comply with conductivity require- — 
ments may result in grave conse- 
quences involving anesthesia ex- 
plosions. 
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Insulin injector (7B-1) 

Manufacturer's Description: A new 
method of injecting insulin has 
been devised for diabetics who 
must take a daily self-injection. 
With this injector the diabetic can 
take an insulin shot in seconds 
without touching the syringe. It 
is only necessary to push the but- 


ton on the injector to accomplish 
the conventional injection. 


Plastic caps for protection of gas 
cylinder valve outlets (7B-2) 
Manufacturer's Description: An inexpen- 
sive, flexible, plastic cap design- 
ed to offer improved protection for 
gas cylinder valve outlets during 


shipping, handling and _ storage 
has been announced. 


Major operating light (7B-3) 

- Manufacturer's Description: A new ma- 
jor operating light, designed so 
the surgeon may adjust it himself 
without changing stance or other- 
wise interrupting the surgical pro- 
cedure, has been introduced. Avail- 
able in three models, the light is 
equipped with a center pilot light 
which is used for extra penetra- 
tion or during preoperative phases 
to determine the correct angula- 


learn the names and of manufacturers of | 
described in this review, check the appropriate items on this cou- 
pon, sign your name and address, clip and mail to the Editorial 


Department of HOSPITALS, 18 E. 


Division St., Chicago 10, Illinois. 


Insulin injector (7B-1) 

stic caps for protection of gos 
cylinder valve outlets {7B-2) 
Major operating light (78-3) 
Mop washing unit (78-4) 


Folding walker for children (78-6) 
____Portable fan (78-7) 

Serological water baths (78-8) 

Hypothermia unit (78-9) 
laboratory slips (7B-10) 


NAME and TITLE 


camera unit 
(78-41) 

Laboratory washer (78-12) 
Garbage can push-top lid (78-13) 
Emergency eye washing bottle 
‘(7B-14) 

Measuring magnifier (7B-15) 
Large plastic container (78-16) 
Outdoor incinerator (78-17) 

In-bed scale (78-18) 
Tilting table for physical and 
occupational therapy (78-19) 
Dry-heat sterilizer (78-20) 


HOSPITAL. 


ADDRESS___ 


(Please type or print in pencil) 
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tion of four perimeter reflectors. 
The pilot spotlight can be hooked 
to an emergency circuit, or the 
lighting element removed to house 
adaptors for a foot-pedal actuat- 
ed 35 mm. still or 16 mm. motion 
picture camera. 


Map washing unit (7B-4) 
Manufacturer's Description: This | mop 
washing unit can be used wher- 


ever there is a water outlet with 
a threaded hose connection, It fits 
in utility sinks, over floor drains 
or in mop -wagons. It is a steel 
cylinder open at both ends. Inside 
are six directly opposed full-flare 


spray jets which force water. 


through the mop strands to flush 
away dirt, caustics and other for- 
eign matter that reduce mop life. 
Caked or dried floor wax is easily 
removed from mops when the unit 
is connected to a hot water line. 


New method of suture 

packaging (7B-5) 

Monufacturer’s Description: This new, 
sterile, metal-foil package is a 
double envelope. The outside en- 


velope is sealed metal foil which 
protects a glassine envelope con- 
taining 17 strands of black braid- 
ed silk sutures, each 18” long. The 
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circulating nurse can open the 
foil envelope in the operating 
room and remove the inner en- 
velope with sterile forceps. This 
allows the scrub nurse to remove 
the sterile sutures quickly and 
easily. Eliminates the need for so- 
lutions and jars therefore requires 
less space and less handling. 


Folding walker for children (7B-6) 

Manufacturer's Description: For the 
child, it provides a means of “na- 
vigating on his own” and gives 
that feeling of independence he 
craves. For the parent, it answers 
the need for durability and adapt- 
ability to child growth. Construct- 


ed of triple chrome-plated, tubu- 
lar steel, it has double ball bear- 
ings in casters and swivels, is 
heavily padded and upholstered 
in tough, easy to clean material. 
Adustable to fit the child from 

three to seven years of age. 3 


Portable fan 

Manufacturer's Description: A versatile 
new design in portable fans fills 
many needs. It is light, safe, quiet 
and gives ample air. It can be used 


in a window, on the floor, wall or 
ceiling and spreads the air to elim- 
inate draft. Handy for drying 
plaster casts or quickly removing 
odors. A low cost aid to patient 
comfort and good will. 


Serological water baths (7B-8) 


Manufacturer's Description: These new 


‘serological water baths feature 


lifetime radiant wall heaters, 
stainless steel exteriors, pilot light 
and line switch. Thermostat has 
precalibrated 37° and 56° C. 
pointer. Comes in 2-rack, 3-rack, 
4-rack, 6-rack, and 10-rack sizes. 


Hypothermia unit (7B-9) . 
Manufacturer's Description: Purpose of 
the unit is to control unusually 
high tempera- 

ture and replace 

ice bags. The 

new equipment 


 eonsists of a 


bedside cabinet 

with an insu- 

lated reservoir 

for ice water 

and ice cubes, a 

motor operated 

circulating 

pump and vari- 

ous sized rubber 

blankets made up with tubing 
through which the ice water cir- 
culates. 


Snap-Out laboratory slips (7B-10) 

Manufacturer's Description: A new type 
lab slip with multiple copy snap- 
out forms, has a special type of 
pressure sensitive adhesive at the 
upper edge of the back of the 
original copy. This new adhesive 
method permits affixing slips to 
the laboratory report form in a 
few seconds. No water, no wiping, 


no waiting for anything to dry. 


Photofluorographic camera 

unit (7B-11 

Manufacturer's Description: A new 
70 mm. camera designed for med- 
ical x-ray has “been introduced. 
A motorized casette, with a speed 
up to six exposures a second, has 
been provided giving complete 


versatuity. Utner teatures of tne 
unit include picture identification, 
automatic exposure control and 
processing, and viewing equip- 
ment. Four other types of film 
casettes are adaptable to the cam- 
era unit, ranging from single cut 


film casette to a casette with a 


loading of 100’ of roll film to pro- 
vide approximately 350 exposures. 


Laboratory washer (7B-12) 

Manufacturer's Description: A new 
washer for automatic washing 
and drying of laboratory glass- 
ware features two new important 
developments. The first is an ad- 
dition of a manual control which 
permits altering the standard cycle 
of operation. When unusual wash- 
ing problems occur, this valuable 
new control can be pre-set to 
increase, shorten or eliminate any 
phase of the standard cycle. The 
second important addition to the 


labwasher is a new thermostat to 
insure proper water temperature. 
Garbage can push-top lid (7B-13) 

Manufacturer's Discription: New self- 
closing, push-top lid is made of 


24-gauge sheet steel, zinc coated 
with and 85%” opening. It is avail- 
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Oll-free, Trouble-free, Quiet... the simplest, most efficient pump available 
ae | for use wherever compressed air or regulated suction is desired 


Provides: Oil-free, filtered ole at controlled 
pressures up to 30 pounds 


@s well as controlled suction at negative 
pressures up to 20 inches of mercury 


Air-Shields’ new Compressor-Aspirator is a 
diaphragm-type pump—completely new and 
unique in the hospital field. It operates entirely 
without oil and thus eliminates virtually all the 
problems encountered with old-style pumps. 
Since this pump operates “dry”, clogging and 
freezing cannot occur, contamination of the 
delivered air with oil vapor is impossible and 
operating care is minimal— nothing to do but 
clean the small muffler-trap jars from time to 
time. Even if aspirated material is inad- 
vertently drawn into the pump it’s a simple 
matter to remove the gauge assembly, wash 
and dry the parts, and reassemble. 

BUILT FOR CONTINUOUS DUTY at 15 
. “ | pounds pressure, this new pump can be 
plugged in and forgotten! No more filling of 


| | gil_jars, no more clogging or freezing, no 
Special Features of Air-Shields’ new COMPRESSOR-ASPIRATOR breakdowns or burn-outs and no time lost for 


repairs. Even the motor is permanently pre- 

lubricated and requires no oiling —ever. 

QUIET, TOO— quieter than any pump of com- 

parable size and capacity . . . this pump doesn’t | 
whine, it purrs! a 


Convenient carrying handie ¢ Large, easy-to-read gauges 


Heavy-duty, ball-bearing 1/6 HP motor for continuous 
operation 


Bendix filter — effectively traps all particles above 0.0015 inch 


Safety ball trap — prevents aspirated moterial from entering 
pump if suction bottle accidentally overflows 


Sturdy, plastic-coated rack with five rubber feet hoids pump 


1/R-SHIELDS, INC. ff 
_and suction bottle securely, eliminates noisy vibration — 


.. . light in weight, easy to keep clean Manufacturers of Specialized Medical Equipment 


Standard model is 115 volt, 60 cycle, AC. Write for prices” 
and information regarding models for use with other currents. HATBORO, PENNSYLVANIA 
| Phone: OSborne 5-5200 
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able in 16”, 18%” and 20%” out- 
side diameter sizes (20 gal., 27 gal. 
and 33 gal. size cans). Inside ten- 
sion spring keeps lid firmly closed 
when the can is not in use. 


Emergency eye washing bottle 
(7B-14) 

Manufacturer's Description: A new bot- 
tle has been developed to provide 
a means of immediately washing 
the eyes in the event corrosive 
material enter them. Made of 
polyethylene plastic, the bottle is 


easy to use. One squeeze starts the. 


flow and provides a continuous 
stream of water of seven to eight 


minutes duration by means of 
gravity flow. 


Measuring magnifier (7B-15) 

Manufacturer's Description: A ‘“‘vest- 
pocket” measuring magnifier has 
been introduced. The new com- 
parator uses a real glass reticle, 


instead of the film reticle. .The 
glass reticle will not warp or bend 


thus eliminating the possibility of 


damage or error in measuring. 


Large plastic container (7B-16) 
Manufacturer's Description: A plastic 
container available in 1, 2, 5, 6% 
and 13-gallon sizes. A hose con- 
nection has been introduced close 
to the bottom of the bottle to al- 
low full drainage. The cap has a 


filter vent to allow a. rapid, con- 
tinuous flow. A clamp is used for 
full-flow or shut-off 


Outdoor incinerator (7B-17) 

Manufacturer's Description: A new, low 
cost, outdoor incinerator has been 
developed to provide safe, refuse 
disposal for institutional use. This 


incinerator features a 12-bushel 
capacity and is complete with 
heavy duty grate and ash pan 
base. 


In-bed scale (7B-18) 


. Manufacturer's Description: A new scale 


for weighing the bed patient has 
been introduced. It is simple to 


use, safe, accurate and said to be 


the only one on the market. 


Tilting table for physical and 
occupational therapy (7B-19) 
Manufacturer's Description: A new tilt- 
ing table for use in physical and 
occupational therapy is now being 
manufactured. It is said to incor- 
porate a number of features re- 
commended by professional au- 


thorities in the physical and oc- 
cupational therapy fields. 


Dry-heat sterilizer (7B-20) 

Manufacturer's Description: A dry-heat 
sterilizer for the preservation and 
sterilization of delicate, cleaving- 
edge surgical instruments is an- 
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more for you 


than ever before 


at the 57th annual 


AMERICAN HOSPITAL ASSOCIATION CONVENTION 


Focal point of the 1955 program is “Working together for better health.” 


Emphasizing this theme will be — more than 100 special round tables 


also. the 8th ANNUAL CONFERENCE OF HOSPITAL AUXILIMARIES 


JULY 1955, YOL. 29 


>» 3 concurrent sessions on 
Hospital Planning 
Civil Defense 
Hospital-Physician Relations 
> 4 general sessions on 


The Hospital and the Community 
The Hospital and Blue Cross | 
National Activities in Coordinating 
Health Services 
Extension of Hospital Relationships 


dom°t miss President's Reception 
» Annual Banquet 
> Federal Luncheon 
> Sisters Luncheon 
>» Hospital Merchandise Mart 


September 19-22, Atlantie City, N. J. ... | 
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nounced. The new unit is design- 
ed to supplant traditional methods 
of sterilizing surgical “sharps,’’ 
which often damage or break down 
cutting edges by corrosion and 
contact. It is equipped with three 
pyrex glass shelves to which an 
electrical conductive coating is 


permanently bonded. Transmission 
of heat from shelves to trays of 
needles, scissors, blades, chisels, 
etc., is direct and positive, with- 
out dependence on circulating heat 
systems of ordinary dry heat ster- 
ilizers or the moisture medium of 
the pressure sterilizer. 


fuoduct literature 


Following is a listing of litera- 
ture of a general nature which is 
available free of charge unless 
otherwise specified. The coupon 
provided below should be checked 
to indicate which titles are being 
requested. The manufacturer from 
whom the literature is available 
will then be sent to those re- 
questing it. 


Hospital Dietary Services— (SH6-1)— 
A 74-page booklet describing the 
several types of dietary service 
and containing a section on plan- 
ning hospital dietary service. 


A Guide for Pharmaceutical and Drug 
Buying—(SH6-2)—A 176-page ref- 
erence for pharmacists and pur- 
chasing agents. Lists 178 man- 
ufacturers and 12,000 items 
representing 90 per cent of the 
hospital’s drug purchases. 


Furniture Catalog — (SH6-3) — A 


126-page book with full color il- 
lustrations of room groupings and 
specialty and accessory items, 
with detailed technical and con- 
struction data and parts drawings. 


Memorial Room Book — (SH6-4) — 


Recently off the press, this new 
book will help hospitals in secur- 


ing contributions of room furnish- 
ings as memorials. 


Solid Core Flush Doors—(SH6-5)—A 
brochure on solid core flush doors 
has just been released. Prepared 
by a technical committee of door 
manufacturers and special mill- 
work men, this 12-page booklet 


deals with nine types of solid core . 


flush doors. 
Diagnostic Procedures with Radioiso- 


topes—(SH6-6)—Designed to pro- | 


vide a compact source of technical 
information for those currently 
using, or desiring to use radio- 
isotopes in diagnostic procedures. 


Luminous Ceilings—(SH6-7)—New 
ways to increase lighting effi- 
ciency, economy and design flex- 
ibility are suggested in a fully 
illustrated brochure. Numerous 
photographs of installations are 
included. 


Dry Heat Sterilization— (SH6-8)—A 
16-page illustrated . booklet on 
uses and technique of dry-heat 
sterilization. Included in this bul- 
letin is a brief discussién of bac- 
terial resistance to sterilization, a 
comparison of dry-heat steriliza- 
tion and steam sterilization. 


Cubicle Cloth— (SH6-9)—Samples 


pTo learn the names and addresses of manufacturers of products 
described in this review, check the 
, Sign your name and address, 
rtment of HOSPITALS, 18 E. Division St., Chicago 10, Illinois. 


appropriate items on this cou- 
clip 


and mail to the Editorial 


> 


SH6-17 
SH6-14 _SHé6-18 

NAME end TITLE___ 

HOSPITAL. 

ADDRESS. 


100 


(Please type or print in pencil) | 


of cloth suitably designed for use - 
as cubicle curtain material. Prices, 
sample of actual cloth in several 
attractive colors and other per- 
tinent information are included. 


Personal Letters in Quantity—(SH6- 
10)—A 16-page illustrated book- 
let entitled “Quality with Quan- 
tity,’ containing techniques and 
tips on injecting the personal 


_ touch into repetitive correspond- 


ence or direct mail promotions. 


How You Can Lay A Rubber Tile Floor 
—(SH6-11)—Folder giving a com- 
plete step-by-step guide to install- 
ing a rubber tile floor is available. 
The folder includes a floor plan 
chart on which to diagram the 
room and lay out the floor pattern. 


The Silent Treatment— (SH6-12)—A 
comprehensive new booklet cover- 
ing vermiculite acoustical plastic 
and its applications contains a 
table of physical data, standard 
specifications for manual and ma- 
chine application and sketches of 
two constructions granted four- 
hour fire ratings. : 
Aluminum Asbestos Coating for Roofs 
—(SH6-13)—A new 4-page, 3-col- 
or folder describing aluminum as- 
bestos coating for roofs. 


Furnace and Boiler Cleaners—(SH6- 


_ 14)—Catalog showing various fur- 


nace-and boiler cleaners with 
specifications and uses. 


Upholstery Leather Facts—(SH6-15) 
—A short booklet giving facts 
about leather and its uses for 
upholstery material. 


Facts About Therapy Oxygen—(SH6- 
16)—A colorful new illustrated 40- 
page brochure which describes in 
detail a line of facilities for ther- 
apy oxygen sales, service, engi- 
neering, planning, etc. 


Linen, Laundry, General Utility Trucks 
and Receptacles — (SH6-17) —Cata- 
log showing a variety of hard 
vulcanized fibre trucks and recep- 
tacles- for efficient maintenance 


‘and janitorial work. 


Modern Art with Surgical Motif Suit- 
able for Framing — (SH6-18) —A 
handsome portfolio of impressive, 
colorful new prints illustrating six 
well-known surgical procedures is 
being offered free. Reproduced 
from original artwork. The prints 
are 84% by 11% inches and are 
suitable for framing. 
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New Picker C-750 Beam Therapy Unit brings a Cobalt 60 “plant” 
within reach of even the tight equipment budget. With it, smaller 
hospitals can now avail themselves of the many advantages of megavoltage 
radiation therapy (and incidentally enjoy the accompanying 

prestige) at a cost little more than that of conventional Ailovoltage 
therapy equipment.* 


Nor is room-shielding cost prohibitive; the C-750 integral primary 
radiation seduces th the much lower thickness 
required to protect against secondary radiation only. 

Get the story from your Picker representative. You'll find him 
under “Picker X-Ray” in the classified section of your local ‘phone 
book: or write us at 25 So. Broadway, White Plains, N. Y. 

*or no-invesiment rental under the Picher-X-Ray Rental Plan 
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Can a shared dietitian help you? 


An emphatic "Yes" comes from a trustee, an administrator, 


and the medical staff of two small Indiana hospitals 


ORE THAN half of the nation’s 

hospitals are institutions of 

less than 100 beds. These hospitals 

generally provide hospital service 

for that portion of our population 

which lives in rural areas and 
small communities. 

Most of these hospitals are with- 
out the services of professionally 
qualified dietitians. The acute 
shortage of dietitians and the hos- 
pital’s lack of financial resources 
are two of the major factors why 
the small hospital is without pro- 
fessional dietary supervision. 

At the same time the small hos- 
pital endeavors to put to use the 
vast amount of information discov- 
ered in research in food prepara- 
tion and management. Doctors, 
moreover, are becoming more and 
more cognizant of the importance 
of nutrition in the total treatment 
of the patient. 

One solution to this complex 
problem is the shared dietitian 
program, for it provides the small 
hospital with the professional diet- 
ary supervision it wants and needs 
at a price it can afford to pay. 
Under this pattern of service, two 
or three hospitals engage the serv- 
ices of a professionally qualified di- 
etitian two or three days each week. 


This plan of sharing has been 
found to be successful in a number 
of states. In order that the readers 
of HOSPITALS might have a first- 
hand evaluation of the shared 
dietitian program, the editors re- 
quested the professional colleagues 
with whom Mrs. Betty Hoover 
works to report the accomplish- 
ments of her services since she 
joined the staff of Indiana’s Rush 
and Fayette Memorial Hospitals as 
shared dietitian. 

Comments were received from 
John E. Meek, chairman of the 
board of trustees, Rush Memorial 
Hospital, Rushville; Mrs. Velda M. 
Webster, R. N., administrator of 
Fayette Memorial Hospital, Con- 
nersville, and the medical staff of 
Rush Memorial Hospital. 

Mrs. Betty D. Hoover, the shared 
dietitian, then briefly outlines her 
duties with the hope that adminis- 
trators of small hospitals and 
homemakers who are profession- 
ally qualified in dietetics might 
participate in the shared dietitian 
program. 


| Trustees believe dietitian 
needed for successful operation 


When the board of trustees of 
Rush Memorial Hospital arranged 


TRUSTEES believe that the shared dietitian 
in instructing outpatients on modified diets 
(above, center) plays an important part in 
building good hospital-community relations. 
The Indiana hospitals serviced by Mrs. 
Hoover are Fayette Memorial Hospital, 
Connersville, (left) and Rush Memorial Hos- 
pital, Rushville. 


—All ph —_ in this article are through the 
TUTIONS MAGAZINE. 


for the part-time services of a 
shared dietitian, we were not 
aware that we were pioneering in 
this field or setting a precedent of 
any kind. It was more a matter of 
expediency. 

We wanted a dietitian for our 
hospital, but we felt we did not 
need, nor could we afford, one on 
a full-time basis. Fortunately we 
were able to employ Mrs. Hoover, 
who seemed admirably suited to 
our needs. Certainly this is one 
decision we have never regretted. 

We started from scratch five 
year ago with a completely new 
building and equipment. The board 
realized from the beginning that it 
must attract patients and keep on 
attracting them if it was to be 
successful from a business view- 
point. 

To do this, we had an important 


public relations job to do, for sev- 


eral others hospitals, not more 
than 17-25 miles away, could offer 
some or all of the attractions that 
we could. Moreover, Rushville is 
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only 40 miles from Indianapolis 


with its concentration of special- 
ists and hospital beds. 

We knew that patients dis- 
charged from Rush Memorial could 
be our best advertisements. So 
we asked ourselves—Just what 
does a patient say about a hospital 
after he has gone home? Either 
the nurses were kind and efficient 
or they were not—and the food 
was cold and not fit to eat or it 
was wonderful. 

We decided to emphasize these 
two points. To meet the latter ob- 
jective we secured the part-time 
services of Mrs. Hoover, whom we 
share with Fayette Memorial Hos- 
pital at Connersville. 

Our shared dietitian has done a 
wonderful job for us. Cold coffee, 
soggy toast and lukewarm, taste- 


less food just don’t exist at our — 


hospital. 

Even the patients on modified 
diets do not have any complaints 
about the food service. These 
therapeutic diet trays, which are 


particularly important in the treat- — 


ment and speedy recovery of the 
patient, numbered 7,341 last year 
out of a total 34,533 patient meals 
served. With a shared dietitian 
we have been able to extend the 
therapeutic diet service to outpa- 
tients, which we feel is a valuable 
community service. 


Patients are not the only per- | 


sons who acclaim the hospital’s 
dietary service. Employees like the 
food—an important element in as- 
suring a satisfied work force. Good 
food served in our dining room is 
an important public relations tool 
in selling the hospital to the pa- 
tients’ relatives and other hospital 
visitors. Doctors enjoy the good 
food, too. 

Mere employment of a dietitian 
in itself does not assure good food 
service. The dietitian must be’ sup- 
ported by the board of trustees, 
the administrator and the medical 


ADMINISTRATOR and 
. dietitian (neor right) con- 
fer on dietary policies. At 
far right doctor and dieti- 
tian discuss dietary modifi- 
cations with the patient. 


staff. We must let our dietary em- 
ployees know that we appreciate 
their work and try earnestly to 
make it pleasant and attractive. 
Our records speak for themselves. 
The first resignation in the dietary 
department in three and one-half 
years occurred last April. And she 
resigned because of her impending 
marriage. | 

The dietitian should be allowed 
an ample budget so that quality is 
not sacrificed for quantity. Ade- 
quate dietary staff, including a 
capable food service supervisor, 
must be provided so that the food 
is not prepared and served hap- 
hazardly. 

We hope that our intensive ef- 
forts to win friends for the hospi- 
tal through the service of good 
food will not lead you to think 
they have been at the expense of 
good patient care. They have not. 
We now believe as we did in the 
beginning that Rush Memorial 
Hospital could not be operated 


efficiently without the services of 


a professional dietitian—JOHN E. 
MEEK, chairman, board of trustees, 
Rush Memorial Hospital, Rush- 
ville, Ind. 


Eight ways a shared dietitian 
can help you: administrator 


Peace of mind, as it relates to 
the dietary department, was my 
first reaction to the advent of a 
shared dietitian. The administrat- 
or’s relief in shifting the responsi- 
bility of menus, modified diets, 
personnel problems, employee in- 
terviews and purchasing is beyond 
description. What looks like a 
mountain to the administrator or 
director of nursing is accepted by 
the dietitian as her natural pro- 
fessional responsibility. 

It is unbelievable how much can 
be accomplished two days a week 
by someone trained and experi- 
enced in the dietetics field. Since 
Mrs. Hoover came to Fayette Me- 


morial Hospital, the following ob- 
jectives have been accomplished: 

|. There has been a sharp reduc- 
tion in food complaints. By serving 
the heavier meal in the evening, 
the patients are no longer hungry 
by 8 p.m. Visits by the dietitian 
or food service supervisor assure 
the patient that the dietary de- 
partment is interested in his reac- 
tion to the food service. 

2. The house diets have been re- 
vised and brought up-to-date with 
the approval of the medical staff. 

3. A strong therapeutic diet serv- 


ice has been established. A food 


service supervisor has been trained 
by the shared dietitian to write 
modified diets and supervise the 
service and conduct interviews 
during her absence. 

4. Menus are planned in advance. 
The patient is assured better diet- 
ary care for the dietitian has more 
time to see that there is variety 
and nutritional adequacy in the 
menu plans. 

5. Standardized recipes and meas- 
uring utensils have been introduced. 
The employees are being educated 
in higher standards of quality in 
food preparation. 

6. Standard work procedures have 
been developed. These have been 
incorporated into a procedure book 
for the employees’ use. A job anal- 
ysis has been done on each em- 
ployee. 


7. More sound purchasing policies 
have been established. A system of 
purchase orders, practical for the 
small hospital dietary department, 
has been introduced. : 3 

8. There has been a marked de- 
crease in raw food costs. Sound 
purchasing procedures and ad- 
vance menu planning have con- 
tributed to marked savings in our 
raw food costs. We were able, 
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through these savings, to put all 
dietary department employees on 
straight hours with a more satis- 
factory work schedule. We no 
longer prepare the evening meal 
in the morning! 

In our opinion, the shared dieti- 
tion answers the problem for the 
small hospital, for it gives us the 
dietary service and supervision we 
need at a price we can afford to 
pay.—Mrs. VELDA M. WEBSTER, 
R.N., administrator of the 75-bed 
Fayette Memorial Hospital, Con- 
nersville, Ind. 


Dietitian relieves 
of much therapeutic diet detail 


The medical profession as a 
whole is most conscious of the im- 


ysician 


portance of modified diets in treat-. 


ing certain conditions and illnesses 
of patients. However, the many de- 
mands placed upon the physician 
in general practice do not permit 

sufficient amount of time to dis- 
cuss in detail and follow up on 
the dietary modifications of each 
patient. 

It is here that the shared dieti- 
tian has been of inestimable value 
to the medical] staff at Rush Me- 
'morial Hospital. Therapeutic diet 
orders are referred to Mrs. Hoover, 
our shared dietitian, and she 
translates them into palatable, 
appetizing meals that both meet 
the individual nutritional needs 
and food preferences of the pa- 
tient. 
. taken advantage of Mrs. Hoover’s 
professional competence to help us 
interpret modified diet orders to 
our outpatients. 

Mrs. Hoover sits down with the 
patient and thoroughly explains 


SHARED DIETITIAN SPEAKS — 


Several of us have even. 


to him what a low sodium or dia- 
betic diet really means to him in 
terms of his health and daily eat- 
ing habits. After the modified diet 
has been set up to meet our orders 
and the patient’s preferences, Mrs. 
Hoover is available for consulta- 
tion to further interpret diet orders 
or to alter them to meet additional 
dietary modifications that we may 
prescribe. In this way she is able 
to relieve us of much of the nec- 
essary consultation and follow-up 
on diets—an important factor in 
the total treatment and speedy re- 
covery of the patient. Convalesc- 
ence, moreover, is much more 
pleasurable to the patient. 

The therapeutic diet service is 
a great boon to the patient as well 
as to the medical staff. The pa- 
tients are thoroughly satisfied that 
the food is good and is promptly 
and attractively served. Patients 
on normal diets, too, reaffirm the 
excellence of the food service, par- 
ticularly transient vacationists who 
are hospitalized in Rushville. 

In her rounds of the hospital 
Mrs. Hoover checks with each pa- 
tient to determine how they like 
their food. She graciously receives 
their suggestions for improvements 
in the food service. We can not 
emphasize enough that these visits 
are a great morale booster to the 
patient.—MEDICAL STAFF OF THE 
52-BED RUSH MEMORIAL HOSPITAL, 
RUSHVILLE, IND. Members of the 
staff are Doctors C. C. Atkius, K. F. 
Corpe, D. I. Dean, Melvin Denny, 
D. W. Ellis, F. H. Green, R._ B. 
Johnson, R. O. Kennedy, H. G. 
McKee, M. G. Norris, W. H. Nutter, 
C. W. Worth, Charles Sheets, Rich- 
ard McNabb and George McNabb. 


Success lies in délecation of duties 


BETTY D. HOOVER 


¥Y PROFESSIONAL colleagues at 
M Rush and Fayette Memorial 
Hospitals have outlined the results 
of my part-time dietary services 
at each of their hospitals two days 
each week. 
If I could exchange places with 
the reader, I would next proceed to 


Mrs. Hoover is the shared — for 
the 52-bed Rush Memorial H Rush - 
ville, Ind., and the 75-bed Fay Sehonenial 
Hoonttal at Connersville, Ind. 
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find out how she accomplishes 
these results. Which hospitals are 
suitable for this dietary plan? How 
would you go about organizing a 
dietary department under this 


system? Where can you find a 


shared dietitian? 

There are four general factors 
that make a hospital suitable for 
a shared dietitian. The hospital 
should be less than 100 beds and 


be located within easy commuting 
distance. The 52-bed Rush Mem- 
orial Hospital at Rushville, which I 
serve on Mondays and Fridays, is 
17 miles east of the 75-bed Fay- 
ette Memorial Hospital, Conners- 
ville. 


Secondly, the hospital should 


- want a shared dietitian for the help 


she can give. Strong trustee-ad- 
ministrator-medical staff backing 
is essential if the shared dietitian 
it to function effectively. 

Thirdly, the hospital must be 
willing to pay for the services of 
a professional dietitian. Each of 


the participating hospitals will 


only pay its percentage of the 
salary drawn by a full-time, 
experienced, professionally quali- 
fied dietitian. 

The hospital must provide the 
shared dietitian with a capable and 


willing food service supervisor— 


a key employee in this type of 
dietary set-up. 

Armed with either sufficient 
small hospital experience or an 
extremely open mind, the shared 
dietitian begins her organizational 
task by working out certain pre- 
liminary details with the adminis- 
tration of the hospitals she is to 
service. She must meet with rep- 
resentatives of the administration 
to establish an understanding about 
her duties and to be assured that 
she will have adequate help in 
fulfilling her responsibilities. 

Her salary should be agreed 
upon and the shared dietitian 
should not be considered a part- 
time employee. She should have 
the vacation and sick-leave bene- 
fits of a full-time employee plus 
any fringe benefits. 

The administration must be pre- 
pared for at least a temporary in- 
crease in the cost of the dietary 


‘department to provide for better 


nutrition, proper supervision and 
often better sanitary measures. 

My experience has been that 
these preliminary details are easily 
worked out and your welcome to 
the hospital is most cordial and 
sincere. 

The actual work of the shared 
dietitian is very similar to that 
in a 125-bed hospital with one 
dietitian, except that more of the 
work is delegated. : 

The dietitian’s first task after 
analyzing the situation will be to 
cultivate the food service super- 
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THE SHARED dietitian and food service 
supervisor (above) taste the soup for qual- 
ity before service. Below the food service 
supervisor after adequate instruction from 


the shored dietitian proceeds to work out 


the purchase order based on menu plans. 


visor. Unlike other hospitals, the 
smaller one may not have had a 
dietitian and the cook has held the 
fort for years. The cook even may 
be calling herself the dietitian. 

The only approach to the man- 
agement of the small hospital diet- 
ary department that has been 
established and functioning for 
years is to leave it exactly as it 
is and institute each change slow- 
ly. No one expects the shared dieti- 
tian to be a miracle worker. Sev- 
eral projects can be introduced at 
once just so each person has one 
change at a time. 

I have found that menu writing 
is one duty that everyone will be 
very happy to delegate to the 
shared dietitian. Many small hos- 
pitals operate on a meal-to-meal 
basis and the cooks are delighted 
to have the menus planned. 

Training and experience enable 
the dietitian to write a set of com- 
pletely adequate menus in con- 
siderably less time than an un- 
trained food service supervisor 
would require. Menu writing is 
best accomplishd in cooperation 
with the food service supervisor. 
Regular menu conferences provide 
opportunities for the dietitian to 
train the food service supervisor 
in the principles of good ‘menu 
writing. 


Very likely a house diet has not 


been established. The shared dieti- 
tian must set up a house diet that 
will be most generally accepted 
by the medical staff. I feel that 


these general diets can be stan-. 
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dardized and it is advantageous to 
accomplish this task as soon as 
possible. All diets should be ap- 
proved by the medical staff. 

Of all the problems faced by the 


| shared dietitian the one which 


offers the earliest solution is the 
establishment of a strong thera- 
peutic diet service. Most dietary 


departments can supply a capable 


employee who can be trained as 
a tray service supervisor. If they 
can not, ask for one. 

The tray service supervisor will 
work directly under the dietitian. 
As her training progresses, she can 
assume responsibility for modified 
diets in the shared dietitian’s ab- 
sence. If something unusual arises, 
the supervisor can advise the di- 
etitian by telephone. It has been 
my experience that the tray serv- 


ie supervisor is not resented by 


the professional personnel—they 
appreciate her. 

At Rush and Fayette Memorial 
Hospitals, I have tray service sup- 
ervisors who are examples of this 
type person. Under my supervision 
they began to write sodium-re- 
stricted diets, other noncalculated 
diets and finally, the diabetic diets. 
At Connersville the tray service 
supervisor under my supervision 
now directs the modified diet serv- 
ice, writes the modified diets and 
interviews the patient in my 
absence. 

Under this system the shared 


‘dietitian has only one person to 


train, one person to whom the diets 
are referred and one person who 
calls if something arises. It has 
been my experience that it is far 
more satisfactory to train an em- 
ployee to write the modified diets 
than to have the shared dietitian 
write them in advance. 


VISITING PATIENTS 


One of the most important and 
valuable services the shared dieti- 
tian can render is the establish- 
ment of good  patient-doctor- 
dietary department relationships 
by making rounds of the patients. 
When it is possible, the food 
service supervisor should accom- 
pany the dietitian to learn the 
techniques of visiting patients. 

The patients are pleased and 
grateful that you have taken a 
special interest in them and their 
problems. The doctors, moreover, 
are delighted to have a dietitian 


and I am sure you will have their 
fuli codperation. 

Another project the shared die- 
titian will want to introduce fairly 
soon is the development of a pro- 
cedure book. There probably is 
none and the manual will develop 
as the dietitian gradually institutes 
changes. Each step forward is put 
in writing and posted for all to 
read. The value of the procedure 
book can not be underestimated 
in the small hospital where there 
is no continuous professional di- 
etary supervision. 

A cleaning schedule can also be 

developed and posted. Posters on 
food handling are available from 
the state board of health and can 
be posted for the employees’ guid- 
ance. 
The quality of the food served 
will be a major concern to all 
groups in the hospital, but it will 
improve as standardized recipes, 
standardized measuring utensils 
and better preparation techniques 
are introduced. The food service 
employees very well could be cook- 
ing with recipes from the Ladies’ 
Aid cook book, 1919 edition. 

In the smaller communities, 
however, the women cooks often 
are capable homemakers, unspoiled 
by previous restaurant experience 
and quite willing to investigate 
newer methods. The women are 
known in the community as good 


_cooks. The community, moreover, 


knows they work at the hospital 
and they are eager to maintain 
their reputations. 

The shared dietitian will be able 
to help the food service employees 
with the work schedules to afford 
a better distribution of available 
manhours. The trend in the un- 
supervised dietary department is 
to cook the evening meal in the 
morning. By merely adjusting the 
work schedule one-half hour and 
opening the cafeteria 30 minutes 
later (incidentally breaking a 25- 
year tradition), four available 
manhours were added to the mor- 
ning production schedule. 

Purchasing is another problem. 
The policy will vary with the hos- 
pital. At both hospitals that I serv- 
ice, I buy, where it is possible, 
from the same sources, particu- 
larly for such items as canned 
goods, frozen foods and other 
products. 

Hit or miss buying from what- 
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ever salesman happens to appear 
at the hospital should be discour- 
aged. Political favoritism to local 
suppliers should be permanently 
discontinued. 

Strict inventory control will 
eliminate the necessity of hand-to- 
mouth purchasing. This control 
will be greatly influenced by the 
ability and training of the food 
service supervisor. One of my food 
service supervisors is a very 
shrewd buyer; the other has a 
heart as big as the outdoors. 

Limitation of purchasing to sev- 
eral reputable wholesalers of qual- 
ity products enables me to com- 
mand a sizeable buying power over 
a period and insures better service 
on the part of the wholesalers. I 
use the services of four reputable 
wholesalers. 


DEVELOPING STANDARDS 
In the beginning the shared di- 


sample the canned products offered 
by various reliable wholesalers. 
My practice has been to have the 
cooks and other dietary employees 
sample the products and agree on 
the most acceptable items. 

Meat purchasing is a_ special 


problem in the small hospital. The 


availability of storage or freezer 
space and the hospital’s proximity 
to distributors are important fac- 
tors influencing meat purchasing 
policies. 

As a general rule the use of pre- 
fabricated meats is preferred. The 
number of purveyors of prefabri- 
cated cuts is increasing and their 
service is becoming more available 


in the smaller hospital communi- 


ties. 

In my experience in small hos- 
pitals, buying from local meat re- 
tailers is inadvisable. If this sys- 
tem is really necessary, menus can 
be planned well in advance and 


at least a week given to the retail- | 
er in sufficient time for him to 
secure the products that were 
specified. 

I hope that my long list of tasks 
has not discouraged any prospec- 
tive shared dietitians. I am so en- 
thusiastic about this work that I 
feel the need to apply the brakes 
occasionally. 

This work is fascinating and 
made to order for the profession- 
ally qualified homemaker in the 
smaller community who is civic- 
minded and whose home responsi- 
bilities are decreasing. It should 
appeal to anyone who likes a chal- 
lenge, who likes to work inde- 
pendently and, especially, to any- 
one who is a small town girl. 

Administrators of small hospi- 
tals and dietitians interested in 


- gerving on the shared plan should 


contact the American Dietetic and 
Hospital Associations, who will 


etitian should take the time to 


the complete purchase order for 


endeavor to fill your requests. 8 


Master Menus for August 


UALITY FOOD production is the direct result of 

good supervision and requires not only top 
quality raw materials but also controlled cooking 
procedures. The dietitian who develops standardized 
recipes and standard portions to meet the hospital’s 
needs and requires that these standards be adhered 
to can determine in advance the hospital’s food cost. 
This precosting of food is the modern method of cost 
accounting. 


A number of reliable sources of tested quantity - 


recipes are available. College home economics de- 
partments have developed standards of ingredients, 
preparation Teetuien and product results through 
numerous tests. These standardized recipes are rec- 
ommended as an excellent basis for use in establish- 
ing a recipe file standardized to the requirements of 
a hospital food service. 

The general diet (items in bold face type)_ is 
planned as a foundation menu. Modifications of the 
general diet are also included, so the menu will 
meet the requirements of the seven most commonly 
used modified diets. 

The modifications include substitution of the same 
food items but with a different consistency or pre- 
pared by a different method. Often substitution of 
an entirely different item than the one on the general 


diet is necessary due to the elements in the food’s | 


composition and/or the caloric content of the indi- 
vidual item or the diet as a whole. All diets, except 
the full liquid, have been planned to meet the recom- 
mended daily dietary food allowances. 

Master Menu kits containing wall cards, sample 


transfer slips and the Master Menu Diet Manual are 
available to users of the menus. The kits are priced 
at $2 and may be secured by writing the Editorial 
Department of HOSPITALS. Single copies of the man- 
ual are a 50. 


Summary of Dinner Meats 
Dinner Meat Dates on menu Total 
Beef__ August 2-6-8-14-17-25-28-30. 
Lamp. Ausust 10-20-29... 3 
Pork... August 1-4-9-16-22-27_ 
August § 
Variety Meats. August 11-23... 
31 
August 1 21. Blended citrus juice 
3. Wheat and bariey kernels 24 Barbecued beef on bun 
or hominy 25. Beef pattie 
Bacon Baked potato 
6. Coffee ring 28. Green beans 


29. Shredded cabbage and 
green pepper salad 
8. Saltines 30. Tarragon dressing 

. Reast smoked shoulder of 31. Fruited gelatin with 

pork whipped topping 

. Roast lamb 32. Canned fruit in gelatin 

. Sealleped potatoes 33. Baked Custard 
. Cubed potatoes 34. Unsweetened canned bing 
. Spinach with lemon wedge cherries 

. Spinach with lemon wedge 35. Grapefruit juice 


7. Beef broth 
9 

0 

1 

2 

3 

4 

5. Carrot sticks, watermelon 126. 
6 

7 

0 


pickles 
August 2 
. Peach tapioca l. Temate juice 
. Tapioca custard 2. Tomato juice 
. Lime ice 3. Oatmeal or crisp 
. Presh pear cereal 
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one food conveyor gives you 
dozens of inset arrangements 
for your selective menus 


Tris new electrically-heated food conveyor 

is designed specifically for selective menus. 

Ic will contribute to successful diet-therapy in 

. _ your hospital. Eighteen insets in various sizes 
can be placed in the wells in different com- 
binations. These provide innumerable top 
deck arrangements to meet the requirements 
of any given meal. In addition to the two 
rectangular wells, there are two round wells 
for soup and broth and two heated drawers 
for special diets and rolls. The entire unit 
is made of heavy-gauge corrosion-resistant 
stainless steel. Top and body are of seamless, 
crevice-free construction, meeting the strict- 
est hospital standards for sanitation and dur- 
ability. If you're contemplating the “selective 
menu” idea, write for information about 
Model ALS-4922. 


EIGHTEEN squore and rectonguler 
stainless steel insets in various sizes con 
be arranged in many combinations. 


Above: Today's menu may call 
for feur square and four rec- 


Above: Still another arrangement is 
shown. Note the heated drawers and 
the convenient serving shelf. 


Right: While tomorrow, square 
and rectangular insets may be 


SEND FOR ILLUSTRATED BOOK 


explaining merits of the “Selective 


Round and rectongulor Menu" and describing this ond 


wells oré integral port of other Blickman Food Conveyors. 
top — forming ew 


crevice-free sv 


ORDINARY CONSTRUCTION 
Wells ore seporote wnits 
attached to top—permitting 
crevices to form where 
edges meet the top deck 


lick ilt 

Blickman-Bui 

S. BLICKMAN, INC., 3807 GREGORY AVENUE, WEEHAWKEN, N. J. 
See the Catalog of Blickman-Built Food Conveyors in the Hospital Purchasing File. 
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Scram 
. Link sausages 
Tonst 


Cream of corn soup 

Crisp crackers 

Swedish meat balix 

. Broiled beef pattie 

Parsiey buttered potatoes 

Parsley potatoes 

Baked cauliflower in 
cheese sauce 

. Asparagus tips 

Mixed greens, radish and 
eucumber salad 

. Savory dressing 

Blueberry pie 

Lemon snow pudding, 
custard sauce 

. Lemon snow pudding 

. Orange sections 

. Orange juice 


22. Split pea soup 

23. Melba tonst 

24. Pear, banana, grape and 
red apple salad, mara- 
achine whipped cream 
dressing-——ham sniad 
sandwiches 

25. Fluffy omelet—sliced beets 

26. Cubed steak—sliced beets 

Parsley potatoes 

Celery hearts 

31. Devil's food enke, freah 
coconut frosting 

32. Canned pineapple 

33. Strawberry gelatin with 
custard sauce 

34. Casaba melon 

35. Pineapple juice 


August 3 


l. Half grapefruit 

2. Blended citrus juice 

4. Crisp oat cereal or farina 
i. Soft cooked egg 

5. Bacon 

6. Teast 

7. Pepper pot soup 

Salitines 

9. Reast leg of veal 

0. Roast veal 

1. Mashed potatoesx 

2. Whipped potatoes 

3, Baked zucchini squash 
4. French green beans 
5. Molded cranberry salad 
6. Mayonnaise dressing 

7. Fresh peach ice cream 
18. Vanilla ice cream 

19. Cranberry ice 
20. Fresh peach 

21. Limeade 

22. Cream of aspara 

23. Creutons 
24. Braised liver—«tu 

baked tato 

25. Broiled liver 

26. Broiled liver 

27. Baked potato 

28. Sileed carrots 

29. Chinese cabbage salad 
30. Thousand Island dressing 
31. Fresh pear, cheese and 

crackers 

32. Canned pears 

33. Baked custard 

34. Fresh pear 

35. Tomato juice 

36. Dinner rolls 


August 4 


. Orange juice 

. Orange juice 

. Brown granular wheat 
cereal or puffed rice 
. Peached ege 

- Grilled ham 

Cinnamon buns 


. Consomme 
Crisp crackers 
Breaded pork chop 
Roast lamb 
Sealleped aweet potatoes 
and apples 
. Paprika potatoes 
. Buttered cabbage 
jreen peas 
Lettuce 
. French dressing 
. Cottage pudding with 
checolate sauce 
. Cottage pudding with 
chocolate sauce 
. Grape sponge 
. Grapefruit and red apple 
sections 
. Grapefruit juice 


te 


22. French tomate soup 

23. Saltines 

24. Beef steak and kidney pie 

25. Broiled beef pattie 

26. Broiled beef pattie 

27. Noodles 

28. Baked acorn squash 

29. Tessed vegetable salad 

30. Requefort cheese dressing 

81. Fresh fruit compote with 
coconut 

32. Royal Anne cherries 

33. Vanilla rennet-custard 

34. Unsweetened Royal Anne 
cherries 

35. Fruitade 

36. Brend 


August 5 

. Melon slice 

. Grapefruit juice 

. Corm fakes or rolled 
wheat cereal 

. Seramblied ese 
Bacon 

Toast 


Cream of carrot soup 

. Saitines 

Golden crusted ovean 
perch—tartar sauce 

Broiled ocean perch 

Mashed potatoes 

Whipped potatoes 

Spinach with egg garnish 

Spinach 

Fruit gelatin salad 

Mayonnaise 

Lemon meringue tart 

. Lemon custard 

19. Pineapple whip 

20. Seedless grapes 

21. Orange juice 


22. Vegetable soup 

23. Crisp crackers 

24. Baked stuffed pepper with 
spaghetti and tomato, . 
cheese snuce—potato 
aticks 

25. Baked spaghetti with 
tomato puree—cottage 
cheese on lettuce 

26. Cottage cheese 

27. Baked potato (omit on 
Soft Diet) 

28. Green beans 

29. French pear, orange and 
banana sala 

30. French dressing 

31. Lazy Daisy cake 

32. Prune whip 

33. Chocolate pudding 

34. Unsweetened canned 
boysenberries 

35. Pineapple juice 

36. Bread 


August 6 


Orange slices 

Orange juice 

Farina or crisp rice 
cereal 

Soft cooked egg 

Bacon 

Toast 


Consomme 
Crisp crackers 
Meat loaf with tomate 
sauce 
. Cubed steak 
. Sealloped potatoes 
Riced potatoes 
Broccoli 
Mashed squash 
. Carret and raisin salad 
Mayonnaise 
. Pineapple upside-down 
sponge cake, whipped 
cream 
18. Sponge cake, whipped 
cream 
19. Strawberry gelatin 
20. Grapefruit sections 
21. Grapefruit juice 


22. Cream of mushroom soup 

23. Teast sticks 

24. Creamed dried beef on 
teast 

25. Lamb pattie 

26. Lamb pattie 

27. Parsley potatoes 

28. Julienne beets 

29. Raw vegetable salad bow! 

30. Ressian dressing 

31. Stteed fresh aches 

32. Canned peaches 

33. Soft custard 

34. Fresh peach 

35. Apple juice 

36. Cleverteaf roelis 


August 7 

. Half grapefruit 

. Tomato juice 

Corn flakes or oatmeal 

Seramblied exe 

Canadian bacon 

Cinnamon apple muffins 

Beef bouillon 

Saitines 

Reast turkey, dressing and 
gravy 

Roast turkey 

Paprika potatoes 

. Boiled rice ca 

Green beans 

Green beans 

Cranberry and orange 
salad 

Mayonnaise 

. Raspberry sherbet 

. Raspberry sherbet 

. Cranberry ice 

20. Orange and grape cup 

21. Blended fruit juice 


woe 


22. Corn chowder 

23. Crisp crackers 

24. Temate aspic ring with 
cabbage carrot salad— 
gzrilled cheese 
sandwiches 

25. Veal souffiie—carrots 

26. Cold roast veal——carrots 

27. Cubed potatoes 


2 9, Celery sticks 


| 31. Pineapple nut torte 


32. Canned fruit cup 

33. Floating island 

34. Unsweetened canned fruit 
cocktail 

35. Mixed fruit juice 


August 8 


1. Banana 

2. Apricot nectar with lemon 
juice 

3. Brown granular wheat 
cereal or puffed rice 

4. Peached 

5. Bacon 

6 


7. Julienne vegetable soup 

S. Crisp crackers 

4%. Country fried steak 

0. Roast beef 

Creamed quartered 
potatoes 

. Parsley potatoes 

Mashed rutabagas 

Asparagus tips 

Stuffed date and apricot 

. French dressing 

. Ambrosia tapioca cream 

Tapioca cream pudding 

Cherry sponge 

. Unsweetened canned 
apricots 

21. Limeade 


22. Turkey rice soup 
23. Melba toast 
24. Sealloped tuna fish with 


n es 

25. Sealloped tuna fish with 
noodles 

26. Low fat tuna 

27. Baked noodles in broth 
fomit on Soft Diet) 

28. Green peas 

29. Slleed orange salad 

30. Pimiento French dressing 

31. Burnt sugar cake 

32. Pear half in strawberry 
gelatin 

33. Strawberry gelatin, 
custard sauce 

34. Fresh pear 

35. Cranberry juice 

36. Graham muffins 


August 9? 


Fresh grapes 

. Pineapple juice 

Puffed wheat or hominy 
arits 

Seft cooked exe 

Link sausages 

Teast 


Grapefrult juice 


Breaded pork chop 
Hot sliced chicken 


Whipped potatoes 
Brussels sprouts 

Carrots 

. Cinnamen apple salad on 
watercress 

. Mayonnaise 

Beston cream pie 


18. 
19. 
20. 


. Beef broth 


August 11 


. Beef bouillon 


. Cream of tomato seup 
. Creutons 
. Braised short ribs of beet 


. Scrambled eggs-—crisp 


. Hot beef cubes 

. Baked potato 

. Whele green beans 

. Tessed vegetable salad 
. Blue cheese dressing 
. Fruit cup 

. Applesauce 

. Cream pudding 

. Grapefruit sections 

. Orange juice 

. Bread 


August 10 


. Tangerine _ 
. Grapefruit juice 


. Roast lamb 


. Crisp crackers 
. Barbecued hamburger on 


chips 
. Broiled beef patties 
. Broiled beef patties 
. Cubed potatoes 
. Asparagus tips 
. Temato salad 
. Mayonnaise 
. Banana cream pie 
. Sliced banana in orange 


. Baked custard 
. Orange and banana cup 
. Pineapple juice 


. Serambled 


. Raspberry and lemon 
. Unsweetened canned 
. Orange juice 


. Vegetable soup 
. Saltines 
. Het reast pork sandwich 


. Baked liver 

. Baked liver 

. Paprika potatoes 

. Siieed carrots 

. Head lettuce salad 

. Chiffenade dressing 

. Peppermint stick ice cream 
. Royal Anne cherries 

. Peppermint stick ice cream a 
. Fresh pineapple q 
. Grapefruit juice 


Boston cream pie 

Whipped lime gelatin 

Unsweetened canned bing 
cherries 


—corn fritters 


bacon 


Farina or shredded wheat 
Peached egg 

Bacon 

Bran muffins 


Saltines 
Hoast lamb 


Parsley potatoes 
Parsley potatoes 

Creole corn 

Spinach 

Molded pear salad 
French dressing 
Checolate chip ice cream 
Chocolate chip ice cream 
Lemon ice 

Fresh pear 
Blended fruit juice 


Cream of celery soup 


toasted bun—potato 


uice 


Temato juice 
Tomato juice 
Corn flakes or oatmeal 


Bacon 
Toast 


Cream of pea soup 

Croutons 

Steamed tongue with raisin 
sauce 

Baked veal chop 

Mashed potatoes 

Riced potatoes 

Kale with lemon 

Baked squash 

Waldorf salad 


Date nut torte with 
whipped cream 

Prune whip, whipped 
cream 


gelatine cubes 


boysenberries 


with gravy 


August 12 


3. 


Orange juice 


2. Orange juice 


HOSPITALS 


24 
25 
26 
27 
29 
20 
31 
~~ 
& 
wv 
34 | 
3D 
36 
| 
*? 
+) 
26 
27 
24 
30 
31 
29 
33 
34 
35 
36. 
* 
9 
~ 
3 
: 21 
23 
24 
25 
a 
28 
3 30 
‘ 31 
; $2 
oe 
33 
34 
0 
3 


N 


| 


COMPLETE 


7 

a 


INFORMAT 


10 


tet 


and Supermorkets; for Food . 
‘Service Kitchens of All Kinds 


Hobart 


The World's Largest Menvfecturer of Food, 
Kitchen and Dishwashing Mochines 


Here’s your answer to the inefficiency, expense, 
mess and general unpleasantness of old-fash- 
ioned handling and periodic storage of food 
wastes. Now you can “pipe-line” those prob- 
lems down the drain! 

With the most power for its size, the new 
Hobart Food Waste Disposer gives you effi- 
ciency unrivaled by other vertical commercial 
units. With its unique 4-stage centrifugal 
cutting action (at 1750 RPM), and powerful 
Hobart 1% H.P. motor, all preparation waste 
or other food waste can be quickly disposed of. 
All waste, without separation—from napkins 
to toothpicks; ground coffee to cooked bones. 

This disposer can be completely filled when 
idle. It cannot be over-fed! It is self-feeding— 
it is not necessary to keep pushing or prodding 
the waste into the cutting mechanism. The 
water action combined with cutting action 
automatically cleans unit, without disassem- 
bly, after each use—eliminating all odors. 


To Higher Sanitation Standards... 
To Lower Costs, Greater Convenience 


Let Hobart Solwe Your Food Waste Problouss 


Ask your Hobart representation 
today for more information on 
this and other units compris- 
ing the complete Hobart line. 
Or write Dept. ADV., Troy 
office, for detailed spec sheets 
and phantom illustrations .. . 


... The Hobart Manufacturing 
Company, Troy, Ohio. 


HOBART PRODUCTS 


DISHWASHERS © DISH SCRAPPERS © GLASSWASHERS 

DISPOSERS © PEELERS © MIXERS * FOOD CUTTERS 

MEAT CHOPPERS © MEAT SAWS © TENDERIZERS 
FOOD SLICERS © COFFEE MILLS SCALES 


it's Hobart . . . for Consolidated Planning, 
Purchasing and Servicing . . . Kitchen-Widel 


=) ‘ 
\ 
| 
| Aa } \ 
| 
| | 
| | Us 
| 
i 
FW-150-4——Food Woste Disposer FW.150-2-——Same as FW-150-1. FW-150-3-——For Rack-Type 
with Controls ond Air-Gap Tyr- with Rieck ishwashing—or Centra! 
‘i Woter Inict (Basic Unit) Food Waste Disposal 
| 
: Trademark of Quality for over 55 years 
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. Relled wheat or criap rice 


. Temate rice soup 
Crisp crackers 
. Creole halibut 
. Baked halibut 
. Aw gratin potatoes 
. Cubed potatoes 
. Sileed beets 
. Bliced beets 
. Cream cole slaw 


. Apple dumpling with 
nutmeg sauce 

. Vanilla blanc mange 
. Lime ice 

. Fresh grapes 

. Grapefruit juice 


. Cream of mushroom soup 

. Tenat sticks 

24. Saimon loaf 

. Creamed salmon 

. Cottage cheese 

. Baked potato 

. Baked pens 

. Asparagus salad with 
pimiento strip garnish 

. French dressing 

31. Pineapple apricot and 

plum compote 


32. Canned peeled apricots 
33. Vanilla blanc mange 
34. Unsweetened canned 


apricots 
. Grapeade 
. Ontmeal muffins 


August 13 


. Half grapefruit 

. Blended citrus juice 

. Paffed rice or brown 
granular wheat cereal 

. Poached exe 

fomit on Normal Diet) 

. Bacon 

French toast—currant jelly 


Beef noodle soup 
Saltines 
Veal eutlet 
Roast veal 
O’Brien tatoes 
Whipped potatoes 
. Green beans 
. Green beans 
Tomato, cottage cheese 
and chive solod 
Mayonnaise 
. Fresh peach ple 
Peach floating island 
. Grape sponge 
Unsweetened canned 
peaches 
1. Lemonade 
. Split pen and celery soup 
. Criap crackers 
. Serambled and grilled 
chicken livers 
. Serambled egges—chicken 
livers 
. Brotied cubed steak 
. Noodles 
. Spinach 
. Fresh pear and grape salnd 
. French dressing 
31. Jellw roll 
32. Jelly roll 
. Floating island 
34. Uneweetened canned 
bovsenberries 
35. Peach and lemon nectar 
. French bread 


August 14 

. Orange halwes 

. Orange juice 

Farina or wheat and 
barley kernel« 

. cooked exe 

. Link sausages 

Teast 


. Cranberry jaice 


Country fried steak 

Broiled cubed steak 

Mashed potatoes 

Riced potatoes 

Buttered caulifiower 

Green peas 

Apricet, banana and 
cherry salind 

Freutt salad dressing 

Vanilla ice cream 

. Vanilla ice cream 

. Lemon ice 

. Grapefruit sections 

31. Consomme 


22. Cream of spinach soup 
Saltines 


= 


. Gritied tomate on toast, 


rarebit sauce 


. Cheese fondue 

. Broiled lamb chop. 

. Stuffed baked potato 

. Asparagus tips 

. Shredded cabbage, carrot 


and green pepper salad 


. Tarragon dressing 
. Reyal Anne cherries— 


chocolate cookies 


. Royal Anne cherries 
. Chocolate rennet-custard 
. Unsweetened canned Royal 


Anne cherries 


. Pineapple juice 
. Bread 


August 15 


. Temateo juice 
. Tomato juice 
Shredded wheat or hominy. 


arits 


Serambled exe 


Bacon 
Whole wheat muffins 


Chicken noodle soup 


Metha tonst 

Individual turkey pie 

Hot sliced turkey 

Whipped potatoes 

Whipred potatoes 

Baked acorn squash 

Baked acorn squash 

Esearole, grape and sliced 
kumaquat salad 


. French dressing 
. Lemon sponge nudding 


with grated fresh 
coconut 


. Lemon sponge nudding 
19. 


Whinned strawberry 
gelatin 


. Fresh plums 
. Orange juice 


. Cream of vegetable soup 
. Crisp crackers 
. Chenped beef and mush- 


room saute on toast 


5. Chonned beef on toast 
. Brotled steak 

. Parslev potato balls 

. Quartered enrrots 

. Tossed saled 

. Celery seed French 


dressing 


. Watermelon 

. Annlesauce 

. Raked custard 
. Watermelon 

. Avricot nectar 
. Bread 


August 16 


ho te 


an 


. Half grapefruit 
. Grapefruit juice 
. Oatmeal! or puffed rice 


Poached 
Racon 
Toast 


. Jullenne vegetable soup 


Saltines 

Glazed ham slice 

Roast lamb 

Senlleped potatoes 

Riced potatoes 

Green peas 

Green peas 

Pineapole ring filled with 
eranberry orange relish 

Checolate blanc mange 

Chocolate blanc mange 

Cherry gelatin cubes 


. Fresh pineapple wedges 
. Limeade 


. Corn chowder 
. Metha teast 
. Baked liver—duchess 


tatoes 


po 
. Baked liver 

. Baked liver 

. Baked potato 

. French style beans 

. Lettece wedge with tomato 


slices 


. Savery French dressing 

. Fruit cecktall 

. Canned fruit cup 

. Raspberry custard 


sauce 


. Uneweetened canned fruit 


cocktail 


. Blended fruit juice 
. Blueberry muffins 


August 17 


. Banana 
. Blended fruit juice 
. Corn flakes or brown 


granular wheat cereal 


. Seft cooked 
. Grilled ham 


18. 


wre 
of 


Teast 


French onion soup 


Rye bread croutons 
Reast beef 

Roast beef 

Mashed potatoes 
Potato balls 

French fried eggplant 


. Sliced beets 

. Shredded lettuce salad 

. Theusand Island dressing 
. Apricot deep dish pie 


a la mode 
Vanilla ice cream with 
apricot sauce 


. Lime ice 
. Unsweetened canned 


peaches 


. Grapefruit juice 


22. 


Cream of tomato soup 


3. Saltines 
. Spaghetti and cheese loaf, 


mushroom sauce 


. Spaghetti and cheese 
. Baked veal steak 
. Spaghetti baked in broth 


fomit on Soft Diet) 


. Chepped spinach with 


xarnish 


. Sliced orange and 


grapefruit salnd 


. French dressing 
. Spice eanke, caramel! nut 


icing 


. Prune whip 

3. Baked custard 

. Fresh grapes 

. Pineapple juice 
. Hard rolls 


August 18 


21 


. Orange inice 
. Orange juice 


Farina or wheat finkes 


. Penched 


Bacon 
Filled coffee cake 


. Consomme 


Whole wheat wafers 


. Chicken fricassee—. 


eranberry sance 
Hot sliced chicken 


. Petato eubes (in chicken 


nie) 


. Whinned potatoes 
. Reussel« sprouts 


Sliced carrots 

Peach cun salad with 
penrer ring 

FPrult salad dressing 


. Pineannple rice cream 
. Creamy rice pudding 
. Cherry 
. Fresh pear 

21. Blended citrus juice 

. Cream of chicken soup 

. Crisp crackers 

. Stuffed pepper with rice 


sponge 


and meat, tomato sauce 
—potato sticks 


. Baked rice and meat with 


tomato puree sauce 


. Cold roast beef 
. Baked sweet potato (omit 


on Soft Diet) 


. Green peas 

. Raw vegetable salnd bow! 
. Blue cheese dressing 

. Checeolate eclair 

. Canned peeled whole 


apricots 


. Strawberry gelatin 
. Unsweetened canned 


boysenberries 


. Peach nectar 
. Bread 


August 19 
1. Seedless grapes 


. Grapefruit juice 
Crisp rice cereal or rolled 


wheat 


. Serambled exe 


Link sausages 
Toast 


Essence of celery soup 

Crisp crackers 

Baked salmon steak, lemon 
eTream snuce 


. Baked salmon steak 
Steamed potatoes, parsley 


cream sauce 
Steamed potatoes 
Secalleped corn 
Asparagus 

Head lettuce salad 
Cucumber mayonnaise 
Lemon delicious 


. Pineapple whip 
. Pineapple whip 


Diced orange cup 


. Orange juice 


. Old-fashioned potatoe soup 
. Saltines 

. Cod fish cakes—ege sauce 
. Cheese souffle—currant 


. Low fat tuna on lettuce 
. Baked potato 
. French style green beans 
. Temate and watercress 


. Canned pear 

. Raspberry rennet-custard 
. Fresh ; 
. Apple 
. Parker House rolls 


ineapple 
uice 


August 20 


Mom goers 


. Half grapefruit 
. Tomato juice 


Brown granular wheat 
eereal or puffed rice 

Soft cooked 

Canadian bacon 

Toast 


Cream of corn soup 
Melba toast 


gra 
fen 
. Petato cubes (in beef stew) 


Riced potatoes 

Baked Hubbard sauash 
with butter and brown 
sugar 

Mashed Hubbard squash 


. Stuffed prune saind with 


cherry garnish 

Cream mayonnaise 

Apple — warm spiced 
crea 


. Baked 
. Grape juice gelatin 
. Unsweetened canned fruit 


cocktail 


. Limeade 
. Chilled tomato juice 


Sausage pattie—candied 


yams—pineapple ring 


. Broiled beef patties 

. Broiled beef patties 

. Baked yam 

. Spinach with lemon 

. Shredded cabbage saind 


with green pepper ring 


. Soeur cream dressing 
. Melon slice 

. Applesauce 

. Baked custard 

. Melon slice 

. Beef bouillon 

. Bread 


August 21 


. Pineapple juice 


Corn flakes or oatmeal 
Serambled 

Bacon 

Bran flake muffins 


Julienne vegetable soup 


Crisp crackers 
Reast chicken with 
dressing, gravy 

Roast chicken 
Mashed potatoes 


. Whipped potatoes 


Green Lima beans 
Julienne carrots 


. Cinnamon apple salad on 


endive 


. Whipped cream dressing 


chocolate peppermint 


sunaae 


19. Lime ice 


. Fresh grapes 
. Orange juice 


. Cream of celery soup 
. Saltines 
. Celd plate—sliced luncheon 


loaf, deviled egg, 
potato salad 


. Casserole of minced lamb 


with mashed potato 


topping 
. Cold sliced lamb—sliced 


beet salad 


. Parsley (omit 


on Soft D 


. Asparagus 


| Fresh fruit cup—chocolate 


chip cookies 


. Grapefruit sections 

. Vanilla blanc mange 
. Grapefruit sections 
. Grapeade 

. Rye b 


HOSPITALS 
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steel cabinets’”’ 


A typical installation at Olathe Community Hospita 


>‘‘Here’s how we cut our storage 
| costs with mass-produced 


—says Talmage H. Lewis, Administrator 
Olathe Community Hospital 
Olathe, Kansas 


]—Youngstown Kitchens units are used throughout. 


2 


“Now we save on original cost, upkeep, and obsolescence 
by specifying steel Youngstown Kitchens units.” 


“Like most hospitals, we used to rely on 
specially made hospital equipment to meet 
our kitchen and storage needs. Then we 
took a second look and discovered we 
were paying more than necessary. 


“The prefabricated steel sinks and cabinets 
made by Youngstown Kitchens offer us 
every advantage we enjoyed before—at 
substantial savings.” 


Olathe Community Hospital is just one of 


MULLINS MANUFACTURING CORPORATION + WARREN, OHIO 
World’s Largest Makers of Steel Kitchens 
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many institutions that have discovered 
the advantages offered by Youngstown 
units. Your hospital can enjoy them, too: 


Flexibility! Youngstown Kitchens units are 
ideal for use in nurses stations, linen rooms, 
surgeries, kitchens, offices, and pharmacies. 


Economy! Mass-production savings are 
passed along to you. Maintenance is simple 
and inexpensive. And all-steel construc- 
tion guarantees years of extra service. 


() Please tell me how Youngstown steel Kitchens con save my 
hospitol money. 
“_ Please hove your distributor representative cali—no obligation. 


POSTION 
ADORESS 
STATE 


Easy upkeep! Units are warp-proof and 
rotproof—will not absorb odors. Baked-on 
finishes are easy to clean and keep clean. 


Beautiful color! Star White, Dawn Yellow, 
Meridian Blue, and Sunset Copper—you 
choose your color at no extra cost! 


LET US HELP YOU SAVE! Contact your 
local Youngstown Kitchens distributor; or 
send coupon now! 
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August 22 

Orange 

. Orange juice 

Farina or wheat and 
barley ke 

Poached 

Bacon 

Teast 


wer 


Consomme 
. Saltines 


applesauce 
Baked veal chop 
Oven browned potatoes 
Cubed potatoes 
Mash rutabagas 
Green beans 


salnd 
Frutt salad dressing 
. Lady Baltimore cake 
. Cranberry whip 
. Cranberry whip 
. Uneweetened canned 
blackberries 
21. Grapefruit juice 


22. Cream of mushroom soup 


23. Criep crackers 


24. Sailabury stenk—«etuffed 


baked potatoe with 
parsiey and onion 

25. Broltled beef patties 

26. Brotled beef patties 

27. Noodles baked in broth 

28. Green pens 

29. Sileed Chinese cabbage 
saind 


30. Thousand Island dressing 


31. Tangerine and grapes 
32. Canned peaches 

23. Floating island 

34. Tangerine sections 
35. Pineapple juice 

36. Soft rolla 


August 23 
Tomato juice 
. Tomato juice 
. Wheat flakes or hominy 
grits 
sort cooked 
. Link sausages 
. Teast 


1 

2 

3 

4 

5 

6 

7. Pepper pot soup 

5. Crisp crackers 

9. Braised liver 

0. Baked liver 

1. Pimiente potato souffle 

patatoes 

. Cau ower au atin 

4. Sliced carrots aa 

5. Tossed salad 

6. Celery seed French 
dressing 

7. Blueberry pie 

8. Pear half in strawberry 

gelatin 

9. Grape sponge 

0. Grapefruit sections 

l. Limeade 


22. Chieken rice broth 
23. Saltines 


24. Chicken a la king on tonst 


25. Cottage cheese 

26. Cottage cheese 

Baked potato 

28. Spinach with lemon 

29. Fresh pineapple and 
erange salad 

30. French dreassi 


ng 
31. Prune whip with custard 


sauce 
32. Prune whip 
33. Baked custard 


34. Unaeweetened canned prune 


plums 
35. Apricot nectar 
36. Bread 


August 24 
. Half grapefruit 
. Grapefruit juice 


cereal 

. Serambled 
Bacon 
Ciunnamoen buns 


Hom 


Cream of pea soup 
Metlha tonst 


aravy 

Roast veal 

Mashed tatees 
Whipped potatoes 
Harvard beets 

. Siteed beets 

. Perfection salad 

. Mayonnaise 

. Maple walmeut ice cream 
. Vanilla ice cream 


112 


. Reast loin of pork—«piced 


Banana, peach and 


Rolled wheat or crisp rice 


Reast veal—dressing and 


. Lemon ice 
. Unseweetened canned fruit 


cockt 


a 
. Blended citrus juice 


. Temate rice soup 
. crackers 
. Baked Canadian bacon 


wa pickle 


. Creamed ege 
. Poached lemon 


wedge 


x potatoes 
. Green beans 
. Celery hearts and radishes 


. Fresh peach short cake 


with whipped cream 


. Sliced bananas in orange 


juice 


. Soft custard 

. Sliced peaches 
. Apple juice 

. Bread 


August 25 


. Tangerine 
. Orange juice 


Puaffed rice or oatmeal! 


. Sett cooked exe 


Grilled ham 
Toast 


on 


ts 


DOH ADM 


Beef boutlion 


. Saltines 


Swiss «teak 

Broiled steak 

Browned rice 

Raked potato 

Mashed Hubbard squash 


. Mashed Hubbard squash 


Sliced head lettuce salad 
Blue cheese dressing 


. Apple peanut brittle 


. Anple scallop 
. Cherry gelatin 
. Unsweetened canned 


bine cherries 


. Grapefruit juice 


bo bo 


. Cream of mushroom soup 
. Croutons 
. Open faced lettuce, tomato 


and bacon sandwich 


. Cold siiced chicken— 


quartered carrots 


. Cold sliced chicken— 


quartered carrots 


. Riced potatoes 


Mixed green anland 
. Vinecar-ot! 
. Peach and frozen raspberry 


compote 


. Roval Anne cherries 
. Lemon gelatin cubes, 


custard sauce 


. Delicious apple 
. Crerberry and pineapple 


36. 


juice 


August 26 


. Fresh pear 
. Tomato juice 
. Fartna or raisin bran 


finkes 
Ponched exe 
Racon 
Toast 


Cern chowder 

Crisp crackers 

Baked mackerel fllet 
Baked mackerel fillet 
O’Brien potatoes 
Botled potatoes 
Scalloped 


. Green bean 


Jellied salad 
Mayonnaise 
Batterscotch pie 
Butterscotch pudding. 
Orange ice 

Fresh pineapple 


. Blended citrus juice 


weer wre 


— 


Cream of asparagus soup 


. Saltines 
. Sealleoved tuna fish with 


noodles 


. Creamed tuna fish 
. Low fat tuna fish on 


lettuce 


. Baked potatoes 
. Green pens 
. Stleed erange and 


watercress salad 


. Creple dressing 
. Marble eake sauares with 


chocolate frosting 


. Canned pears 
. Cream pudding 
. Uneweetened canned 


blackberries 


. Grapeade 
. Cleverieaf rolls 


August 27 


Emperor pes 
Bonded juice 


Corn flakes or rolled wheat 


. Serambled exe 


Bacon 
Cinnamon apple muffins 


Consomme 

Saltines 

apn ham, pineapple 
sau 

Hot chicken 

Whipped potatoes 

Whipped potatoes 

ScaHoped corn 

Spinach 

Cabbage and raisin slaw 


. Vanilla tee cream, 


chocolate sauce 


. Vanilla ice cream 
. Pineapple whip 
. Unsweetened canned pear 


and bing cherry compote 


. Orange juice 


. Cream of mushroom soup 
. Crisp crackers 

. Brown beef stew - 

. Plain omelet—jelly 

. Plain omelet 


. Asparagus 

. Tomato salad 

. Mayonnaise dressing 

. Apricot cobbler, whipped 


cream 


. Canned peeled whole 


apricots 


. Baked custard 
. Unsweetened canned 


apricots 


. Mixed fruit juice 
. Hot 


August 28 


. Orange juice 
. Orange juice 


Brown granular wheat 
cereal or puffed wheat 


. Peached eex 


Canadian bacon 
Toast 


et 


whore 


Reef noodle soup 
Melba tonat 


. Braised heef roast 


Braised beef roast 

Oven browned potatoes 

Paprika potatoes 

Diced white turnips and 
peas 


. Green peas 
. Malded cherry salad 


French dressing 
T.emon chiffon pie 
Temon chiffon pudding 


. Cranberrv ice 
Half eranefruit 


Grapefruit juice 


. Cream of celery soup 
Saltinesn 
. Ciah sandwich (triple 


decker of minced ham, 
atleed cheese, cri«n 
lettnece and maveunaise ) 


. Cottawe cheese—sliced 


heets 


. Cottage cheese—sliced 


beets 
. Stuffed baked potato 


. Rese radishes and celery 


aticks 


Sliced neaches—butter 


cooktes 


. Canned neaches 

. Temon chiffon pudding 
. Fresh peach 

. Apricot nectar 


August 29 


. Grapefruit juice 
. Grapefruit juice 


Crisp rice cereal or catmeal 
Seft cooked 

Link sausages 

Molasses bran muffin 


Sw 


. Veretable soup 


Crisp crackers 
Reast lamb 
Roast lamb 
Baked petato 
Baked potato 
Broccoli 


. Quartered carrots 
. Spiced beet salad 


16. French dressing 
17. Mecha layer cake 


. Chocolate blanc mange 
_ Strawberry gelatin 


Unsweetened canned 
poysenberries 


. Orange juice 


. Cream of tomato soup 
. Creutons 
. Assorted cold cuts— 


sealloped potatoes 


. Minced beef—asparagus 
roast beef—Hubbard 


ash 
Riced  petatoes 
Asparagus and pimiente 
salad 


. Fruit cup 

. Baked custard 

. Orange sections 
. Pineapple juice 


Rye bread 


August 30 


Orange slices 
Orange juice 


. Farina or shredded wheat 


Scrambled exe 
Grilled ham 
Toast 


Split pea soup 
Saltines 

Brisket of corned beef 
Broiled cubed steak 
Bolled potatoes 

Baked potato 

Green cabbage wedge 


. Green beans 


Stuffed peach salad 


. French dressing 

. Strawberry ice cream 

. Vanilla ice cream 

. Strawberry gelatin 

. Orange and banana cup 
. Limeade 


. Petatoe chowder 

. Metha toast 

. Liwer and bacon 

. Crisp bacon 

. Boiled chicken livers 

. Rice with tomato puree 
. Green peas 

. Lettuce wedge 

. Savory dressing 

. Warm apple crisp with 


hard sauce 


. Warm crisp 

. Orange rennet-custard 
. Fresh pineapple 

. Cranberry juice 

. Crusty hard rolls 


August 31 


. Blended citrus juice 
. Blended citrus juice 


Wheat flakes or hominy 
grits 

Poached egg 

Bacon 


Toast 


. Cream of ag soup with 


vermice 
Crisp crackers 
Roast dressing and 


arav 
. Hot turkey 


Riced potatoes 


. Stewed tomatoes and 


eelery 
Sliced beets 
Orange and cress salad 


. Sweet French | 
e 


Chocolate meringue p 


. Chocolate pudding with 


whipped cream 


Whipped cherry gelatin 


21. 


Unsweetened canned 


peaches 
Grapefruit juice 


. Pepperpot soup 

. Saltines 

Lamb friceassee on noodles 
. Broiled lamb pattie 

. Broiled lamb pattie 

. Baked potato 

. Spinach with lemon wedge 
. Crisp areen «alad 

. French 

. Fresh ple 

. whole 


apricots 


Chocolate Bavarian 

. Fresh plums 

. Pineapple 
Bread 
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gives you more capacity 


for selective menu service. . 


FULL SIZE MEAT PANS 


The top deck is equipped with two full = 

size meot pons in addition to six deep => 
wells. A variety of sizes in squore ond = 
rectongulor insets ore available. This 
flexibility of pan orrangements provides 


NON-SAG 
CONSTRUCTION 


plus lifetime durability. 


DEEP WELLS 


@ greater capacity for serving a number 
of meots, vegetables ond other solid — 


BEVERAGE 
DISPENSING PUMP 


Has potented sanitary no-drip 
splash-proof spout. One 
stroke of the ideal pump 
fills o@ cup with milk, 
coffee, bouillon or gravy. 
Entire contents of the 
vitensi!l ore dispensed. 

All ports dismontied for easy 
cleaning. At smal! addi- 
tional cost. 


Worming drowers directly below 


tional pon capacity when desired. 


IDEAL'S Menu-Master is available in both indoor 


and ovtdoor models. truck assembly is 


illustrated of right. 


The trend toward special diets in today’s modern 

hospital demands greater flexibility in the top deck 

arrangement of your food conveyor. IDEAL’S 
Menu-Master, Model 1062, has it! 


IDEAL’S Menu-Master, made of gleaming stainless steel 

throughout, provides plenty of room for combinations 

of square and rectangular pans — without sacrificing 
valuable beverage capacity. | 


® Write for free catalog 
which includes o use 
chart and instructions 
for the verious pon 


HOSPITAL EQUIPMENT 
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WARMING DRAWERS THE IDEAL 


MENU-MASTER temperatures. 
meat pon provide addi- Model 1062 


Si« deep wells provide ample 
copccity for soups, beveroges 
and other liquids Two of 
the wells con be used either 
hot of cold with an exclusive 
ideal toggle switch arrange- 
ment, at sight oadditionol 
cost. Full pocked gloss fiber 
insulation keeps foods het 
longer, insures food service 
at oven-ho! temperotures. 


DUAL DUTY 
COVERS 


Opened horizontally 
these seamless, stainless 
steel! pon covers 
alse provide eatra serv- 
ing spoce. 


THERMOSTATIC 
CONTROL 


Robertshow Avtomatic 
Thermostot assures foods 
of original hot serving 


IDEAL Menyu-Maosters see deity use in the 
selective meny system af Cook County Hos- 
pital, Chicego, Iilincis. The Menu-Master in- 
sures oven-fresh, appetizing food serving. 


Made only by the 


SWARTZBAUGH 


MANUFACTURING 
COMPANY 


ideals exclusive bridge type construction per- 
mits the weigh? of food and vtensils to be corried 
through the frame to rest on the chassis The 
20-gavge stainless steel top deck connet sag, 
ond con corry considerable extra weight without 
damage Only ideal gives such extra strength, 


MURFREESBORO, TENN. 


TOP 
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Se 
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THe HosprraL FORMULARY OF SELEC- 
tev Drucs. Don E. Francke. Ann 
Arbor, Mich., University Hospital, 
1954. 759 pp. $5. 


Hospital administrators and hos- 
pital pharmacists who have been 
worried by the accreditation re- 
quirements for a hospital formu- 
lary will welcome this book by 
Don E. Francke, chief pharmacist 
of the University Hospital, Uni- 
versity of Michigan, and a lead- 
ing authority on all aspects of 
hospital pharmacy. It is up-to-date 
and can be considered a semi- 
official publication, since it con- 
tains portions of the text of the 
United States Pharmacopeia, the 
National Formulary, New and 
Non-Official Remedies and a por- 
tion of the Pharmacy Laws of 
California pertaining to antidotes 
for common poisons. 

In addition to providing help- 
ful information for members of 
the medical and nursing staff of 
the hospital, this formulary con- 
tains in its preface some useful 
policies of the Pharmacy and Ther- 


_apeutic Committee of the Univer- 


sity Hospital. These might serve 
as a model for all hospitals, large 
or small. 

The formulary is not a compre- 
hensive compendium of drugs but 
is limited to selected drugs which 
are currently used in medical 
practice. As Dr. William H. Beier- 
waltes, chairman of the Pharmacy 
and Therapeutics Committee, 
states in his foreword: “Better to 
learn the use of a few basic medi- 
cines well than a number of medi- 
cines poorly.” 

The formulary was prepared in 
a large hospital; it could be adopt- 
ed as it stands by large and med- 
ium sized hospitals. It will also 
provide a useful selection for 
smaller hospitals and will, if ap- 
plied properly, meet the require- 
ments of the Joint Commission on 
Accreditation of Hospitals. 

The comprehensive section on 
hormones will catch the physi- 
cian’s eye. It affords in capsule 
form much of the recent informa- 
tion not easily available except 
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through hours of tedious research. 


least one copy of this manual.— 
CHARLES U. LETOURNEAU, M.D., di- 


rector, Program in Hospital Ad- — 


ministration, Northwestern Uni- 
versity. 


Purchasing manual 


MANUAL FOR HOSPITAL PURCHASING 
AND INVENTORY CONTROL. E. C. 
Wolf. Minneapolis, Burgess Pub. 
Co., 1955. 143 pp. $4. 


This book is a compendium of 
articles dealing with various phases 
of the purchasing function in hos- 
pitals. The writings selected have 
much merit; they have been sup- 
plemented by the author in some 
instances. 

The real value of the manual is 
that it contains the latest and best 
thinking on the many facets of hos- 
pital purchasing and compresses it 
into one handy volume. However, 
there are certain areas that could 
have been expanded since they 
have not been covered sufficiently 
in writings heretofore. 

Of special interest to adminis- 
trators of small hospitals and all 
purchasing agents is the “Guide to 
Hospital Purchasing” by Jeanette 
H. Fessenden, which is appended 
to the manual. The material is con- 
cisely presented and covers many 
interesting subjects in a few pages. 
—JOSEPH A. WILLIAMSON. 


Etomology of medical terms 


A Source-Book or MeEpIcaAL TERMS. 
Edmund C. Jaeger. Springfield, 
lil, Charles C. Thomas, 1953. 
145 pp. $5.50. 


This book, designed to be both 
a reference and a textbook on the 
derivation of medical terms, should 
prove a valuable tool for medical 
record librarians, medical sec- 
retaries, pre-medical students, 
nurses and many other groups 
whose work requires a knowledge 
and an understanding of present 
day medical terms. 


In general, it consists of two 


sections. The first section deals 
with the basic principles relative 
to the manner in which words are 
formed and a review of Latin and 
Greek case endings. An alpha- 


Every hospital should have at 


betical listing of the numerous 
word elements, combining forms, 


prefixes and suffixes from which 


modern medical terms have been 
formed comprises the second and 
major section. This alphabetical — 
listing eliminates the need for an 
index and increases its value as a 
quick reference tool. The deriva- 
tion of each entry is given, as well 
as examples showing how it has 
been used in making medical 
terms. . 

In each case, examples have 
been broken down and separated 
by hyphens so as to make them 
easily recognizable and their re- 
lationship to one another and to 
the entire word understandable. 
In many instances, historical facts 
which have had an influence on 
the derivation of the term are in- 
cluded. Scattered throughout are 
numerous drawings illustrating 
the association of the present day 
medical terms with the terms from 
which they have been coined; 
these illustrations serve as visual 
aids in the process of learning 
such derivations and associations. 

The entire book is written in a 
well-formulated but informal man-. 
ner, and the subject is so presented 
that the reader will find himself 
fascinated with the process of ac- 
quiring a knowledge of medical 
terminology.—DorIs GLEASON, ex- 
ecutive director, American Asso- 
ciation of Medical Record Librar- 
ians. 


Rochester Plan evaluated 


THE ROCHESTER REGIONAL HOSPITAL 


Pian; A Report of the First Five 
Years. Rochester Regional Hospi- 
tal Council. Rochester, N. Y.; 1954. 


117 pp. 
This report of the first five years 


(1946-1951) of the Rochester Re- 
gional Hospital Plan contains a 
number of provocative ideas. The 
Rochester Plan was started and 
financed in part by the Common- 
wealth Fund. The aim was to de- 
termine whether concerted volun- 
tary action could be of significant 
help in bringing about in small 
hospitals the proficiency in hospi- 
tal and medical care usually found 
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_ only in larger cities. Many aspects 


of the plan are unique as the ap- 


proach to training of department 
heads, administrators, trustees and 
medical staff. 

The report does not offer a list 
of conclusions or recommendations. 
It is in narrative form and contains 
evaluations of success or failure 
of specific projects. 

The appendix includes basic or- 
ganizational documents which 
would be useful in establishing 
similar projects. Samples of sta- 
tistical studies of disease incidence, 
and certain aspects of professional 


accounting, are included.—HOWARD 


Cook, secretary, Council on Asso- 
ciation Services. 
Aseptic agents and 
sterilization techniques 
ANTISEPTICS, DISINFECTANTS, FUNGI- 
CIDES, AND CHEMICAL AND PuHyYs- 
ICAL STERILIZATION. George F. 


Reddish, editor. Philadelphia, Lea 
' and Febiger, 1954. 841 pp. $15. 


This book has long been needed 


in hospital and public health lit- 
erature. It should be ineluded in 
every hospital reference library. 
The book includes in one volume 
a comprehensive discussion of a 
very important subject. 

As the preface of the book 
states: “The purpose of this book 
is to collect, correlate and evaluate 
pertinent information relative to 
antiseptics, disinfectants and fun- 
gicides, as well as chemical and 
physical methods of sterilization. 
This has been accomplished by 
contributions from various author- 
ities who are experts in their re- 
spective fields of anti-microbic re- 
search. Because of the diversity 
of the specialized information in- 
volved, the codperative efforts of 
recognized authorities make pos- 
sible reliable and complete sur- 
veys of the different phases of this 
‘involved and, in some respects, 
complicated array of subjects. 
More important are the interpret- 
ations and evaluations of the sub- 
ject matter presented by each con- 
tributor.”’ 

Part II of the book is devoted 
to methods of testing antiseptics 
and germicidal agents. Parts III, 
IV, V and VI cover information 
on the composition and uses of 
groups and classes of antiseptics, 
disinfectants, fungistats and fun- 
gicides, with specific information 
on agents in each group. 
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tress changes window or 


In Chapter 31 the author, J. J. 
Perkins, has included the princi- 
ples of heat sterilization, the oper- 
ation of sterilizers and the prep- 
aration and sterilization of types 
of hospital supplies and equipment. 
—MARGARET K. SCHAFER, senior 
nurse officer, Division of Hospital 
Facilities, U. S. Public Health 
Service. 


Mr. Chairman is prepared 


Basic PRINCIPLES OF PARLIAMENTARY 
LAW AND PROTOCOL. Marguerite 
Grumme. 3830 Humphrey St., St. 
Louis 16, Mo. 68 pp. $1. 


Ever since the Army-McCarthy 
hearings conducted via television, 
many of us have been curious 


_ about such things as points of 


order and questions of privilege. 


This handy little pamphlet will not 


only clarify these points but will 
prove indispensable to the person 
called upon to act as president or 
chairman of a meeting, or who has 
been elected to an office in which 
he might be expected to act in that 
capacity. | 

The author specifically designed 
this pocket-size book for the per- 
son new to this type of duty; it is 
not intended to be used by regis- 
tered parliamentarians. Naturally, 
it does not proclaim to be a defini- 
tive work on the subject of parlia- 
mentary law. The author herself 
refers the user to Robert’s Rules of 
Order Revised for the more com- 
plicated problems. For the aver- 
age chairman of a meeting, how- 
ever, the pamphlet will solve vir- 
tually all parliamentary problems 
which will face him during his ten- 
ure in office. 

A unique section is the basic 
chart of motions. This shows at a 
glance the order of importance of 
motions and the various steps 
which can be or are required to be 
taken with regard to each type of 
motion. For example, it shows 
which motions require a second, 
and which do not, which motions 
are subject to debate and which 
are not, the vote necessary to pass 
each motion, and other information 
of this nature. 

Another valuable section is the 
one on basic protocol to be ob- 
served at meetings. As Miss 
Grumme states at the beginning: 
“Parliamentary law is common 
sense used in a gracious manner.” 
I am sure the reader will be able 
to exercise that faculty more eas- 


wall hand. housekeeping should not 


ily, having read this ._pamphlet.— 
JOHN E. SULLIVAN, office manager. 


One-volume introduction 
to field of public aid 


PROBLEMS AND POLICY IN PUBLIC AS- 
SISTANCE. Hilary M. Leyendecker. 
New York, Harper, 1955. 400 pp. 
$5 


When I finished reading this 
book, I dug down into my own 
pocket and purchased 15 additional 
copies. These I presented to people 
who occupy positions in which I 
felt there was a vital need for as 
much knowledge as possible about 
public assistance. 

This is, in my judgment, the 
best one-volume introduction to 
the field of public aid that has 
appeared so far. For people in re- 
lated fields, provides a short 
means of becoming acquainted 
with the origins, developments, 
purposes and problems of public 
assistance. Relationships between 
public welfare agencies and the 
whole medical care field loom more 
important every year, this -devel- 
opment being especially noticeable 
in the purchase of hospital care 
by public welfare departments. It 
would seem to be most desirable, 
therefore, that hospital people and 
public welfare people get better 
acquainted with each other as a 
means of building relationships on 
a firm basis of mutual understand- 
ing. 

In view of the wide differences 
of opinion as to future planning 
for public welfare, this book will 
be of great value in assisting the 
reader to evaluate various propos- 
als for revision of our assistance 
and insurance programs as they 
arise. It makes no attempt to sug- 
gest a “utopia,” but the writer 
recognizes the need to improve 
social insurance programs and em- 
phasizes that “public assistance is 
essential because it is the last de- 
fense against want and because it 
is sufficiently flexible to cope with 
need as it arises.” : 

It is to be regretted that more 
emphasis could not have been 
placed upon rehabilitation and on 
the prevention of dependency, but 
these subjects may be so basic to 
the whole future role of public 
welfare that the author intends 
them for treatment in.a separate 
volume.—RAYMOND M. HILLIARD, 
director, Cook County Department 
of Welfare, Chicago. 


equipment. etc.. as included in the 
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N A PAPER GIVEN by Mr. Harold 

Wright! to the recent Ohio 
Hospital Association convention in 
Cincinnati, he gave three reasons 
for friction between departments. 
(1) An extreme jealousy of one’s 
department and one’s position. (2) 
Failure to recognize and see prog- 
ress in changing times. (3) A de- 
sire to maintain the status quo of 
the old days.’ Here are truisms so 
well defined that all departments 
should find serious food for 
thought. | 

Mr. Wright went on to say cor- 
rections can only be made in the 
following way: “... by selection of 
a higher quality employee and by 
maintaining a dynamic training 
program. Again, I point out that 
this is a consideration for all de- 
partments.” 

Since the purpose here is to 
show what housekeeping can do to 
avoid friction, let us consider that 
angle. 

Good management begins at the 
top level—namely, with the direc- 
tor. Only after full understanding 


has been established between di- 


rector and housekeeper can com- 
plete harmony flow down through 
the organization. 

It therefore helps considerably 
when all directives from the direc- 
tor’s office are clearly stated. First, 
there are the formal directives in 
pamphlet form, which establish 
the policies for all employees. 
Next, there are those directives 
which relate specifically to the 
housekeeping department. 

Some of those which seem im- 
portant, for instance, pertain to the 
minimum and maximum wage 
scale for both housekeeper and 
housekeeping employee; the areas 
the housekeeper’s department em- 
braces; and whether the depart- 


of the Mount Auburn Hospi 
Mass 


1. Permission given by Mr. Harold 
Wright, director of maintenance, Miami 
Valley Hospital. Dayton, to use these 
Srdination” his paper, “‘Departmental Co- 

nation 
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GOOD INTERDEPARTMENTAL RELATIONSHIPS 
BEGIN WITH UNDERSTANDING 


MILDRED F. O'DONNELL 


ment is to operate on a budget and 
if so, what part of that proposed 
budget has been accepted or re- 
jected. The housekeeper will want 
to know if she is to do the interior 
decorating or work with a decorat- 
ing committee. She will want to 
know which reports the director 
wants her to submit to him—re- 
ports of absenteeism, performance, 
generalities — and when these 
should be sent. She will want to 
know whether she is to be included 
in the planning of future building 
programs and renovations; how 
much time per year she is to be 
allowed to participate in outside 
hospital - housekeeping activities, 
and with what consideration; and 
whether she is to be included in 
department head meetings. 

You can see what has been ac- 
complished. When top manage- 
ment and the housekeeper under- 
stand each other, the authority and 
responsibility of the housekeeper 
is established. Out of this under- 
standing must come loyalty and 
respect; if the housekeeper cannot 
be loyal and respectful. toward 
directives, she should resign and 
go elsewhere to work. 


INTERDEPARTMENTAL RELATIONS 


Personnel. Housekeeping works 
closely with the personnel depart- 


ment. To este blish a good basis of 


understanding, both departments 
should work out a job specification 
manual. In this manual, the em- 
ployee’s sex, age, wage rate, hours, 
areas of work, hazards involved, 
extent of mentality, education and 
future considerations should be 
established. This will give the per- 
sonnel department an exact picture 
of the type of employee house- 
keeping requires. It will save time 


‘in the screening process and avoid 


the trite accusation that “if per- 
sonnel would send housekeeping 
some ‘decent’ employees, some- 
thing could be done with them.” 
The final decision to accept or re- 
ject the employee remains with the 
housekeeper. 

Nursing. The closest relationship 
exists between the nursing depart- 
ment and housekeeping. Herein 
lies a medium through which fric- 


tions may arise, to become magni- | 


fied to untold proportions. House- 


keeping can avoid this by estab- 


lishing routines for employees 
working in these areas, on the 
basis of mutual understanding. 
First, the housekeeper understands 
the needs of the areas; in turn the 
nursing department understands 
what housekeeping intends to do 
about these needs. 

Housekeeping should study the 
problems involved, plan a routine, 
then submit it for the consideration 
of the head nurse and the super- 
visor. Together, the two depart- 
ments should go over this routine 
so that each understands its intent. 
It should be clearly defined that 
the nurse in charge must leave the 
employee to the direction and 
supervision of the housekeeper. In 


this way, the line of command is: 


established; directives must come 
from housekeeping. 

Once the routine is satisfactory, 
it is posted in the employee’s work 
closet to act as a future check list 
for his work. Now the worker, the 
nurse and the housekeeping super- 
visor all know exactly what is ex- 
pected of each. 

Another source of possible fric- 
tion (and here housekeeping is of- 
ten at fault) occurs when house- 
keeping furnishes special services, 
such as the addition of beds, mat- 
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tress changes, window or wall 
washing. When the nurse asks to 
have a mattress changed when the 
patient is sitting up, housekeeping 
must do this at the time requested. 
We are dealing with sick people 
and sick people tire easily. If the 
nurse requests a change of mat- 
tress because the patient is waiting 


on a stretcher, she must have that 


change as quickly as possible. 
Many of the difficulties which 
arise can be ironed out at a joint 
conference between head nurses 
and the housekeeping department. 
Another excellent way to orient 
the nurse concerning the relation- 
ship between the two departments 
is to have the executive house- 
keeper talk to incoming student 
groups, giving them a resume of 
what the relationship entails. I al- 
ways find that when I can talk 
with student nurses, a much better 
relationship exists as they go along 
through their training. | 
teundry. Housekeeping and the 
laundry department are 
closely allied.. Where there is a 
departmental separation, it is best 
for the laundry to follow through 


all the processes involved in its 


work. By this I mean personnel 
should deliver and collect linen 
from the areas, as well as launder 
it. Wherever you have an over- 
lapping of duties, friction arises— 
housekeeping blames the laundry 
when deliveries are not ready, and 
laundry blames housekeeping for 
not making deliveries when the 
linen is ready. 

Housekeeping should take into 
consideration the problems of the 
laundry when special handling is 
required, such as for draperies, slip 
covers, blankets or unit curtains. 
It is not fair to send these things 
to be done when the laundry’s 
peak loads are in process. There- 
fore, housekeeping should query 
the laundry before sending addi- 
tional linen to be done. 

Maintenance. Housekeeping and 
maintenance also are closely allied. 
Each has a definite program to 
carry out. Maintenance should-give 
its painting schedule to housekeep- 
ing, for example, so there will not 
be duplications or repeat. per- 
formances of work; (housekeeping 
might wash walls and windows in 
a given area only to discover that 
maintenance planned to paint that 
area a week later). On the other 
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hand, housekeeping should not 
unusual demands upon 
maintenance when the schedule 
will not allow for such interrup- 
tions. Often, these two depart- 
ments can share expensive equip- 
ment to avoid the total costs fall- 
ing in either one. At the moment I 
have in mind. a wet and dry pick- 
up vacuum for instance, or a light- 
weight staging, either of which can 
be used interchangeably. Only 
through an understanding of each 
other’s problems can friction be 
avoided where such a close rela- 
tionship exists. 

Admitting. When the admitting 

office is booked solid and the house- 
keeping department decides to 
wash a room, it is only courteous 
for housekeeping to call the ad- 
mitting office to tell them the room 
will be out of use for a given 
length of time. The same applies to 
rooms that must be left vacant 
temporarily for decontamination. 
If the room is only to have a rou- 
tine washing, the admitting office 
should be queried, to make sure a 
situation does not arise whereby 
the office is exposed to criticism. 
If possible, all such routine wall 
washing should be planned when 
occupancy is low. This usually oc- 
curs during July and August, when 
staff doctors are on vacation. 
' In a small institution, scheduled 
admissions often can be arranged 
for all patients except ambulance 
cases. In this way, housekeeping 
will know in which rooms patients 
will arrive first. We in hospitals 
create a very bad impression in- 
deed when our rooms are not ready 
for occupancy. This is one of the 
patient’s first impressions and an 
exceedingly lasting one. 

Purchasing. Requisitions to the 
storeroom should be submitted 
only once a week. Housekeeping 
should have enough foresight to 
know its needs. Whether the store- 


room is large or small, shipments 


are arriving, books must be kept, 
deliveries must be made, etc. Fre- 
quent interruptions can be very 
exasperating. 

If the housekeeper does not do 
her own purchasing, she is obli- 
gated to give the purchasing de- 
partment proper and sufficient in- 
formation. In a large institution, 
it helps the purchasing department 
a great deal when the housekeeper 
supplies a list of needed articles, 


equipment, etc., as included in the 
budget, so that more far-sighted 
purchases can be made. Example, 
if housekeeping uses twelve 55- 
gallon drums of cleaning soap per 
year, the purchasing agent might 
find it advantageous to place an 
order for the entire year’s supply 
at one time. The same with linen. 

So often, the housekeeping de- 
partment fails to report back to 
purchasing the performance of 
things bought. This is very unfair, 
as there is no way to gauge per- 
formance, durability, etc. Money 
can often be saved through this. 
two-way exchange of information. 
I have in mind the wearability of 
linens. Should bath towels begin 
to wear out before their life expec- 
tance, you save your hospital 
money by reporting this to pur- 
chasing; it is your department 
which has to bear the brunt of 
such costs. The fact that an item 
does not stand up well may be due — 
to the purchase of seconds. More 
of the same may be in the store- 
room to be delivered in the future. 
Your purchasing agent will appre- 
ciate your letting him know about 
these things so that corrections can 
be made immediately. 

When it comes to reporting the 
performance of an article such as 
a new piece of equipment, you 
again should give purchasing a 
record for future reference. 

Auditing. To the auditing depart- 
ment, housekeeping owes a rela- 
tionship of understanding. Time 
cards must be in on time, invoices 
must be signed and returned and 
proper records kept so that they 
are available for auditors at any 
time. In reverse, the auditing de- 
partment is always willing to co- 
Operate with housekeeping in fur- 
nishing costs if given to understand 
exactly what is wanted and suffi- 
cient time is allowed to compile 
figures. 

There is one thing each of us 
must remember—from the doctor 
who grinds out a cigarette on a 
freshly washed floor to the desk 
clerk who strews papers and ashes, 
from the nurse who does not know 
what housekeeping entails within 
her own area to the carpenter, 
plumber and painter who are not 
aware of the importance of good 
housekeeping within their areas. 
Housekeeping is everybody's busi- 
ness. 
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small hospitals have no immunity from 


HERE IS AN administrator of a 
T small hospital in the Midwest 
who is a very busy man. If one 
were to drop in on him during the 
day, he might be found in his of- 
fice weighing the merits of one of 
the latest nurse call systems with 
his superintendent of nurses. He 
might be in the boiler room with 
the engineer discussing what to do 
about the latest tankful of fuel 
oil, which was not up to standard. 
Or he might be in the kitchen 
checking with the cook to make 
sure the new potato peeling ma- 
chine is working. If he couldn't be 
found anywhere else, he might 
even be in the dark room devel- 
oping x-ray films. 

These are in addition to his full 
schedule of administrative duties. 
If you are the administrator of a 


small hospital you'll probably find . 


the recital very familiar; but 
viewed from the outside, this man 
has an amazingly diversified job. 
If we were to tell our Midwest- 
ern administrator that his job de- 
mands he also be a safety expert, 
his reaction might be a howl of 
anguish or a shrug of resignation 
—depending upon the mood he 
was in at the time. As a matter of 
fact, of course, much of what he 
does routinely can quite accurately 
be called accident prevention. Af- 
ter all: “Because he must, every 
hospital administrator actively 
works at the control of haz- 
ards. He makes an effort to comply 
with the recommendations of his 
insurance carrier and the require- 
ments of his local police and fire 
departments and other inspection 
and regulatory bodies. He does so 
because to fall short of minimum 
standards would be to assume an 


Miss Rolen is a staff consultant for the 
Hospital Safety Service, National Safety 
Council, Chicago. 


accidents 


MARIAN ROLEN 


incredible responsibility for the 
disaster which negligence in- 
vites.””! 


Most administrators do more 


than just comply with codes and 
regulations. They know the pos- 


sible conséquences of error in . 


medications. Many insist on a 
written agreement as to what 
kinds of orders can be given to 
nurses by physicians orally and 
what kind must be written. They 
realize that contaminated linen is 
a health hazard for employees un- 
less properly handled, and many 
of them adopt the procedures” 
outlined in the American Hospital 
Association’s Hospital Laundry 
Manual of Operation. 


RISING ACCIDENT COSTS 


Most administrators also realize 
that when accidents now happen 


to either patients or employees, 


the costs are greater than they 
used to be. Rising rates for em- 
ployee compensation, increased in- 
surance premiums and increased 
jury awards on negligence cases 
are familiar topics of conversation 
among hospital officials. 

The small hospital is not im- 
mune to the effects of these rising 
rates anymore than it is immune 
to accidents. If there is sometimes 
a lack of direction and coherence 
in the accident prevention activi- 


- ties of the small hospital, it prob- 


ably stems from a feeling that the 
problem isn’t grave enough to jus- 


1. Hospital Safety Manual. ne publi-. 


cation of the American ——- Associa- 
tion and the National ety Council, 
mailed as an Association membership serv- 
ice last fall. Available on order to the 
$a per oo yo 18 E. Division St., Chicago 10, 

“Health Hazards to the Employee,” 
pp. 102-103. 


tify the time and effort an organ- 
ized program would require. Ac- 
cording to an erroneous line of 
reasoning, accidents don’t happen 
very frequently, because the hos- 
pital is small. There are not too 
many people on the staff and the 
number of patients handled each 
year is not great. The conclusion 
to be drawn therefore is that the 
number of accidents in the hos- 
pital each year should be very low. 

This is not the case, however, as 
a careful and honest analysis of 
the situation will reveal. Accident 
frequency is figured on the basis 
of a million manhours. It takes 
several years for the staff of a 
small hospital to accumulate a 
million manhours of working time. 
One dozen hospital injuries serious 
enough to require the employee to 
be away from his work one or 
more days doesn’t seem like much, 
spread over several years; but 
these alone are enough to give the 
hospital a frequency rate of 12. 

By comparison, the average ac- 
cident frequency rate calculated 
for industries reporting to the Na- 
tional Safety Council in 1953 was 
7.44! 

When the administrator tabu- 
lates the accident experience in 
his hospital for the last five years, 
he will probably recall experiences 
he had forgotten. What about the 
engineer, for example, who was 
burned when the steam pipe he 


-was working on broke? The nurse 


who was burned taking trays out 
of an autoclave? The cook who lost 
six days when a coffee maker ex- 
ploded? (She was burned on the 
hand and fingers.) Or the nurse 


who developed an infection in a 


scratch on one of her fingers and 
lost 16 days of working time? Or 
the employee who fell on a wet 
porch outside the laundry, frac- 
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tured his wrist and lost 44 days? 
These are accidents actually re- 
ported by small hospitals. 

These are the accidents that cost 
hospitals so much money. The cost 
in compensation premiums alone is 
staggering. For example, from 
January 1949 through December 
1953 the hospitals in one state paid 
out a total of $2,063,493 in pre- 
-miums on payrolls totaling slight- 
ly more than $350 million. During 
the same period, $2,200,489 was 
paid in claims to hospital em- 
ployees. 


There are, in addition, the hid- | 


den costs. No one has ever done 
a study of such costs in a hospital; 
but in this field, where trained per- 
sonnel are so hard to get, we rec- 
ognize a greater loss than simple 
compensation costs if a trained 
nurse or skilled engineer is off the 
job. It would be a rare hospital 
that could afford the loss for even 
a few days of the service of these 
trained people. 
The administrator will recall his 
patient injuries, too. A patient fell 
out of bed reaching for mouth- 
wash on a bedside table. Another 
slipped and fell in a hall. A third 
slipped off a footstool while trying 
to get into bed and suffered a frac- 
ture of the right tibia. Two pa- 
tients were injured when ceiling 
plaster fell. Still another devel- 
oped a large inflamed area and 
small blisters around his incision, 
probably caused by compresses 
and hot water bottles. | 
These accidents all are typical 
of those reported. And no hospital 
can afford even one of them a 
year. Damage suits are expensive. 
Liability insurance rates are high 
and insurance rates reflect the ac- 
cident experience of the hospitals 


insured. The effect of such occur- 


rences on the feelings of the public 
toward a hospital can be most un- 
fortunate, to say the least. 

There can be no doubt, then, 
that small hospitals do have an 
accident prevention problem and 
that it is a serious one. There is 
also no doubt that it is one of the 
major responsibilities of the ad- 
ministrator—whether his hospital 
has 30 beds or 300 beds—to take 
an active interest in setting up and 
maintaining a safety program. He 
may want to be the safety coodr- 
dinator himself, but he will. prob- 
ably find it desirable to appoint a 
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safety committee from among the 
personnel of the hospital. Such a 
committee will serve the multiple 
function of taking some of the 


work off the administrator’s shoul- 


ders, enlisting the knowledge of 
the staff of their own work in a 
program to prevent accidents, and 
eliciting their codperation in the 
project. 

As soon as this committee is 
formed, the administrator should 
make clear the degree of authority 
it will have and how he expects it 
to report to him. As with any 
other program, what is to be done 
and how it is to be done should 
be clearly determined at the out- 
set, or the whole effort may go for 
nothing. 


ACCIDENT ANALYSIS 


LLet’s trace the development of a 
representative committee. Before 
it meets for the first time, the ad- 
ministrator will want to have an 
analysis of the causes of all the 
accidents that have happened dur- 
ing the past six months or more. 
This analysis should be presented 
to the committee at its first meet- 
ing and thoroughly discussed. Pre- 
sentation of this type of analysis 
should be standard procedure at 
all subsequent committee meet- 
ings. | 

At the first meeting, the admin- 
istrator. may also want to diis- 
tribute some of the safety material 
prepared by the joint Hospital 
Safety Committee of the Amercan 
Hospital Association and the Na- 
tional Safety Council. There are 
small 3 x 5 cards with instruc- 
tions on the safe way to do certain 
common tasks. There are posters 
which can be put on bulletin 


boards to serve as constant re- 


minders. There is the comprehen- 
sive Hospital Safety Manual (foot- 
noted on page 118) to use as a 
guide both in setting up a safety 
program and in evaluating the 
program as it progresses. 


PERIODIC TOURS 


Arrangements should also be 
made at the very beginning for 
periodic inspection tours by the 
safety committee. Such tours help 
train the members of the commit- 
tee to look for hazards in their 
daily work; and of course they un- 
cover hazards at the time of the 


tour. For example, one committee 


that sends minutes of its meetings 
to the National Safety Council re- 
ported a scaffold left by painters 


on a stairway between two floors 


and a box of clothes left on a fire 
escape, and a socket plate was 
missing on an electrical outlet at 
the worktable in a laboratory. An- 
other committee found that the 
label listing quantity and strength 
on one of the medications used in 
their hospital was easily misread, 
and they recommended that the 
supplier be so informed. 

Of course, the safety committee 
should not be alone in looking for 
possible sources of accidents to 
patients and employees. This 
should be the duty of the entire 
staff; and the correction of any 
hazards should be given a priority 
rating among the duties of the 
staff. And here’s something to keep 
in mind: it has been proved that 
safety programs not only promote 
safety but also are constructive to 
employee morale. 


COMMON-SENSE APPROACH 


Much of a safety program rests 
on just such a nontechnical, com- 
mon-sense approach by all mem- 
bers of the hospital staff as has 
been outlined above. There are, 
however, some problems that will 
require the help of outside experts. 

When it ccmes to inspecting ele- 
vators, for instance, insurance car- 
riers usually provide from one to 
four inspections per year. The local 
fire department should be called in 
to help set up a plan of action in 


case of fire. The fire department .- 


can also be helpful in pointing out 
fire hazards which might escape 
the attention of those not trained 
in fire prevention. The National 
Fire Protection Association pub- 
lishes a series of codes relevant to 
hospital safety. One. of them, Rec- 
ommended Safe Practice for Hos- 
pital Operating Rooms (NFPA No, 
56),* should be in the hands of 
everyone responsible for the safety 
of patients in the hospital oper- 
ating room. The United States 
Bureau of Mines publishes a bul- 
letin on static electricity in hos- 
pital operating rooms. The Amer- 
ican Hospital Association and the 
National Safety Council provide 
both materials and consultation 


3. Boston, National Fire Protection As- 
sociation, 1954. Available from the As- 
sociation, 60 Batterymarch St., Boston 10, 
Mass.. or from the American Hospital As- 
sociation. 
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services to hospitals seeking infor- 
mation in the problems of accident 
prevention. 

In conclusion, let’s return to the 
opening page of the Hospital 
Safety Manual: “The hospital ad- 
ministrator who undertakes an or- 
ganized and consistent attack on 
his accident and fire hazards in all 
locations and at all levels is not 
undertaking a task either particu- 
larly new or special. He is simply 
doing a more complete job of hos- 
pital administration.” Common 
sense accident prevention applies 
whether a hospital is large od 
small. 


Notes and Comment 


Locker safety 
From Philip Seeskin, hospital 
engineer and member of the Amer- 
can Hospital Association’s Com- 
mittee on Safety, comes the follow- 
ing reminder to fasten all clothes 
lockers to the wall: 
“Recently, a locker fell over and 
the person caught under it was 
rather seriously injured. If the 


lockers in your hospital are not al- 
ready bolted to the wall, instruc- 
tions to maintenance men to do so 
will remove serious hazard. If some 
of the lockers are bolted to the wail 
and some are not, your staff could 
serve to report those lockers which 
are not bolted. If it is necessary to 
have lockers standing away from 
the wall, they should be bolted p> 
the floor.” 


Thermostat location 


Q. In a room where the temper- 
ature is controlled by a thermo- 
stat, approximately at what height 
above the floor should the ther- 
mostat be located? 

A. This depends on a number 
of factors. From a practical stand- 
point, the thermostat should be 
located at the point where it will 
produce the desired conditions in 
the room, including the room tem- 
perature. 

The height is not always as 
important as the location in the 
room. If there are air currents 
in the room, either from cold sur- 
faces or the opening of doors, 
transoms, windows or other open- 
ings, these may strike the ther- 


mostat and produce an overheat- 
ed temperature in large areas in 


the room. On the other hand, 


the thermostat is located at a point 
where it is subjected to warm air 
currents rising or circulating from 
the radiators, or to the flow of 
air from mechanical ventilation 
systems or unit heaters, the room 


temperatures may be too low. 


The thermostat can be adjusted, 
of course, to meet these condi- 
tions, but the results may vary 
widely with changes in the circu- 
lation and variations in the out- 
side temperature, wind velocity 
and related factors. The thermo- 
stat should be located at the point 
where it is least affected by vari- 
ables in circulation and heat leak- 
age through walls, doors and win- 
dows. This is usually on some 
inside wall where the atmosphere . 
or room air conforms to the aver- 
age of the desired conditions. Its 
height may range from four to 
seven feet from the floor and 
sometimes, in unusual conditions, 
even lower or higher.—Comment 
by John W. Welland, London, On- 
tario, from the March 1955 issue 


of National Engineer (59:3). 


TWICE AS MANY 
NEGATIVES IN 


THE SAME SPACE 


FILING SYSTEM 


X-RAY 
NEGATIVES 


Files x-ray negatives— 
.in the space 

..in % the time 

at % the expense! 


Guarantee. 


VISI-SHELF FILE INC. 
105 READE STREET « NEW YORK 13. N.Y. 


The potented facile Guide-Puill 
“locates” 


fester filing service. 


SALEM 


Only Re-Chargeable Battery 
Unit made at the price, with 
completely automatic High 
ond Low Built-in Battery 
charger . . . protects the bat- 
tery .. . prolongs its life. The 
battery carries a Five Year 


New! 


EMERGENCY LIGHT UNIT 


Ne need to check water in the battery every month... . 
check just once a year. Manual control switch is elimi- 
nated. No moving parts . . . electronically controlled. No 
maintenance... 
Most dependable emergency light made for hospitals. 
U. L. Approved. Write for Bulletin E.L. 17. 


pays for itself in battery savings alone. 


Surrette Storage Battery Co., Inc. 


MASS. 


HOSPITALS 


> 
for a 
{ 
. 
| 
BS => 
* 
| 
quickly ond casily revecling off | 


@ GEORGE ADAMS has been ap- 
pointed administrative assistant in 
charge of front office services at 
Methodist -Hospital of Brooklyn 
(N. Y.), effective June 1. He is a 
graduate of the Columbia Univer- 
sity course in hospital administra- 
tion and served his administrative 
residency at the Methodist Hos- 
pital of Brooklyn. Prior to -his 
work at Columbia University, he 
was personnel director at Mai- 
monides Hospital of Brooklyn. Mr. 
Adams is a member of the Amer- 
ican Hospital Association. 


@ Dr. G. HARVEY AGNEW, profes- 
sor of hospital administration at 
the University of Toronto, received 
an honorary LL.D. at a special 
convocation of the University of 
Saskatchewan held to mark the 
opening of the new University 
Hospital in Saskatoon. This honor 


was conferred in recognition of Dr... 


Agnew’s many contributions to 
the hospital field. Dr. Agnew is 
president of the American Asso- 
ciation of Hospital Consultants and 
is a past president of the Amer- 
ican Hospital Association. 


@ WAYNE P. ANNIS recently ac- 
cepted the appointment as admin- 
istrator of the newly-constructed 
Carmen Convalescent and Reha- 
bilitation Hospital in Chicago.’ 


@ HAROLD J. BALDWIN has been 
appointed administrative assistant 
in charge of personnel and public 
relations at Methodist Hospital of 
Brooklyn (N. Y.). Prior to this he 
was a personnel consultant. He is 
a member of the American Man- 
agement Association, the New Jer- 
sey Personnel Association and the 
Association of Hospital Personnel 
Executives. 


e@ W. W. Butts has retired as man- 
ager of St. Luke’s Hospital, Beth- 
lehem, Pa., after 25 years of 
service. He is succeeded by RICH- 
ARD L. SUCK, assistant manager of 
the hospital since 1944. 
, A Nebraska native, Mr. Butts 
attended Phillips Andover and 
Cornell University. During World 
War I he served as a _ second 
lieutenant in the Tank Corps. 
From the time of his army dis- 


charge in 1919 until 1930 he man- 
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aged graphite plants. He served 
on many committee posts of the 
Hospital Association of Pennsyl- 
vania and served as its president 
in 1949. Mr. Butts is a member of 
the American Hospital Association 
and the American College of Hos- 
pital Administrators. 

Mr. Suck, also a member of the 


AHA and the ACHA, is succeeded 
by HucH O. RoBERTs, chief ac- 
countant at St. Luke’s since 1952. 


e@ Ira L. ERNST resigned his posi- 
tion as administrator of Mon- 
mouth Memorial Hospital, Long 
Branch, N. J., to join the consult- 
ing staff of Dr. ANTHONY J. J. 
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RourRKE in New Rochelle, N. Y., 
effective June 1. 

Mr. Ernst was employed for 
five years at the University of 
Michigan Hospital, Ann Arbor, 
prior to four years duty as a naval 
officer. In 1946 he became con- 
troller at the Monmouth Memorial 
Hospital and successively was as- 
sistant administrator in 1948 and 
administrator in 1951. He holds 
membership in the American and 
the New Jersey Hospital Associ- 
ations and is a member of the 
American College of Hospital Ad- 
ministrators. 


@ LEONARD A. ENSMINGER has been 
appointed administrator of the re- 


cently constructed San Gabriel 


Valley (Calif.) 
Hospital. He is 
a graduate of 
the University 
of California, 
Berkeley, 
course in hos- 
pital adminis- 
tration and 
served his ad- 
ministrative 
residency at the 
University of 


MR. ENSMINGER 


California Medical Center, Los 
Angeles. 
During World War II, Mr. Ens- 
minger served in the Medical 


Corps and later as a commissioned 
officer in the Tank Corps. He was 
awarded the Purple Heart for 
wounds received in action. Mr. 
Ensminger is a member of the 
American Hospital Association. 


e R. Epwtn HAWKINS JR., admin- 
istrator of Porter Memorial Hospi- 
tal, Valparaiso, Ind., has resigned 
to accept the position of adminis- 
trator of the Louisville (Ky.) 
General Hospital. He is a member 
of the American College of Hospi- 
tal Administrators. 


@ FRANK HIcKsS, former editor and 
managing editor of Hospital Man- 
agement, has been appointed pub- 
lic relations director of the Divi- 
sion of Biological Sciences at the 
University of Chicago, effective 
June 1. The division includes the 
medical school and the university 
hospitals and clinics. 

Mr. Hicks had been associated 
with Hospital Management since 
1941. 


@ Howarp E. JOHNSON, adminis- 
trative assistant at Eden Hospital, 
Castro Valley, Calif., has been ap- 
pointed assistant administrator of 
the hospital. A graduate of the 
University of Minnesota course in 
hospital administration, Mr. John- 


son completed his administrative 
residency at San Jose (Calif.) 
Hespital. 


@ Epwrtw L. KING, a member of the 
technical and administrative staff 
of the United Mine Workers of 
America Welfare and Retirement 


Fund, has been named adminis- — 


trator of the Middlesboro (Ky.) 
Memorial Hospital. 

A graduate of the Washington 
University program: in hospital 
administration, Mr. King served 
his administrative residency at 
Norton Memorial Infirmary, Louis- 
ville. He is a member of the Amer- 
ican Hospital Association. 


@ Dr. Ropert H. Lowe has taken 
over his duties as superintendent 
of Indianapolis General Hospital. 
He succeeds Dr. GERALD F. KEMPrF, 
who resigned. Dr. Lowe is a mem- 
ber of the American Hospital As- 
sociation and the American Col- 
lege of Hospital Administrators. 


James C. MCLEAN, administra- 
tor of Nassau Suffolk General 
Hospital, Copiague, N. Y., for the 
past four years, 
recently re- 
signed to ac- 
cept the ap- 
pointment of 
administrator of 
the new 200- 
bed Mid-Island 
Hospital, Beth- 
page, L.I., N. Y. 
Mr. McLean 
entered the hos- 
pital adminis- MIR. 
trative field in 1947 as assistant 
superintendent of the Massachu- 
setts Hospital School, Canton. He 
is a member of the American and 
the Massachusetts Hospital Asso- 
ciations and the American Asso- 
ciation of Hospital Accountants. 


@ Dr. GORDON MONTGOMERY MEADE, 
former executive director of the 
Trudeau-Saranac Institute, Sara- 
nac Lake, N. Y., has been ap- 
pointed chief of clinical services at 
the- Memorial Medical Center, 
Williamson, W. Va. Until the open- 
ing of the center next January, 
Doctor Meade will serve the Wash- 
ington headquarters of the Me- 
morial Hospital Association as a 
clinical consultant for the three- 
state network of ten new hospitals. 


@ SAMUEL G. NAZZARO, medical 
supply officer at Murphy. Army 
Hospital, Waltham, Mass., has 
been named assistant administra- 
tor of the Wheeling (W. Va.) Hos- 
pital, effective July 6. 


A graduate of the St. Louis 
University program in hospital ad- 
ministration, Mr. Nazzaro com- 
pleted his administrative residency 
at Fitzsimons Army Hospital, 
Denver. He served as executive 
officer of a 75-bed general hospi- 
tal in Korea for more than. two 
years. He holds membership in 
the American Hospital Association 
and is a nominee of the American 
College of Hospital Administra- 
tors. 


@ WILLIAM W. PETERS has been 
appointed administrative assistant 
in charge of front office services at 
the Methodist Hospital of Brook- 
lyn (N. Y.). Previously he served 
as administrative assistant at 
Westmoreland Hospital, Greens- 
burg, Pa. and at Highland Hos- 
pital in Rochester, N. Y. A gradu- 
ate of the course in hospital 
administration at the University 
of Minnesota, Mr. Peters is a mem- 
ber of the American Hospital As- 
sociation and is a nominee of the 
American College of Hospital Ad- 
ministrators. _ 


@ CHARLES JACK PRICE, assistant 
administrator of the Memorial 
Mission Hospital of Western North 
Carolina, Asheville, since 1951, bas 
been named administrator of Stan- 
ly County Hospital, Albemarle, 
N. C. He succeeds R. M. GANNT JR., 
who recently resigned. 

Mr. Price is a member of the 
American and North Carolina 
Hospital Associations. 


e LeRoy F. RILEy, administrative 
resident at Barnes Hospital, St. 
Louis, has been named assistant 
administrator of Research Hospi- 
tal, Kansas City, Mo. 

A graduate of the Washington 
University program in hospital ad- 
ministration, Mr. Riley holds mem- 
bership in the American Hospital 
Association. 


@ Dr. JACK RUTHBERG, former as- 
sistant director of Mt. Sinai Hospi- 
tal, New York City, has been 
appointed administrator of. the 
Northern Division, Albert Einstein 
Medical Center, New York City. 

Doctor Ruthberg is a member of 
the American College of Hospital 
Administrators and the American 
Hospital Association. 


@ Dr. I. HERBERT SCHEFFER, exe- 
cutive director of Miriam Hospital, 
Providence, has been appointed a 
member of the Rhode Island Ad- 
visory Hospital Council as an- 
nounced by Gov. Dennis J. Roberts. 
Before his appointment as execu- 
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tive director of the hospital in 
1953, Dr. Scheffer was senior med- 
ical superintendent and director 
of the Bureau of Medical and Hos- 
pital Services of the New York 
City Department of Hospitals. He 
is a member of the American Hos- 
pital Association. 


@ N. GerTRuDE SHARPE, R.N., ad- 
ministrator of Springfield (Vt.) 
Hospital since 1943, has retired. 
Prior to this position she was ad- 
ministrator of Morton Hospital 
in Taunton, Mass., for 15 years. 
She will reside in Springfield. 
Miss Sharpe received her nurse’s 


training at the Massachusetts Gen- 
eral Hospital, Boston, and has held 
executive positions in hospitals in 
Boston, New York City, San Jose 
and Woodland, Calif. She is a 
member of the American Hospital 
Association and the American Col- 
lege of Hospital Administrators. 


' @ Steve J. SOLTIs, associated with 


the Memorial Hospital Association 
of Kentucky, Inc. since 1953, has 
been appointed administrator of 
the Beckley (W. Va.) Memorial 
Hospital. 

Mr. Soltis formerly. served as 
assistant administrator of the Me- 
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morial Center for Cancer and Al- 
lied Diseases, New York City, and 
held various administrative posts 
in Army hospitals during military 
service. 


@ JOHN WARNER JR., assistant ad- 
ministrator of St. John’s Hospital, 
St. Louis, since 1951, has been 
named associate director of Firmin 
Desloge Hospital, St. Louis, effec- 
tive June 16. 


A member of the American Col- — 


lege of Hospital Administrators, 
Mr. Warner received his master's 
degree in hospital administration 
from St. Louis University. 


@ Dr. W. Barry Woop profes- 


sor of medicine and head of the 
department at Uni- 
versity School — 

of Medicine, St. 
Louis, has ac- 
cepted the ap- 
pointment as 
vice president 
of the Johns 
Hopkins Uni- 
versity, Balti- 
more. He will 
assume his du- (a 
ties in Septem- 

ber. The office ve 
of vice president has been vacant 
since the retirement of Dr. LOWELL 
J. REED in June 1952. Dr. Reed 
returned from retirement two 
months later to become university 
president. 


In his new post, Dr. Wood will 


be chiefly concerned with coodrdi- 
nation of the activities of the med- 
ical institutions, the hospital, the 
school of medicine, and the school 
of hygiene and public health. He 
will also have a faculty appoint- 
ment as professor of microbiology. 


Deaths 


@ Harry G. Hatcu, 65, adminis- 
trator of the El Paso (Tex.) Gen- 
eral Hospital since 1952, died of 


a heart attack, May 2. Mr. Hatch - 


served as president of the Texas 
Hospital Association in 1941 and 


was an active member since its — 
- organization. He was also a mem- 


ber of the American College of 
Hospital Administrators. 
@ HANNAH ROSSER, 63, adminis- 
trator of the Vermillion County 
Hospital, Clinton, Ind., since 1928, 
died at the hospital May 22 after 
an illness of several months. 
Miss Rosser served as president 
of the Indiana Hospital Association 
in 1942 and at the time of her 
death was a trustee of the Associ- 
ation. She was a member of the 
American Hospital Association. 
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NEWS 


~ Report on the AMA’s Annual Meeting 


Se 
QA, 


OFFICIAL NOTES 


Official Call 


In accordance with the Bylaws 
of the American Hospital Associ- 
ation, the members are hereby 


notified of the forthcoming meet- | 


ings of the AHA Committee on 
Nominations in Atlantic City at 
the time of the annual convention. 
The first meeting will be on 
Monday, September 19, in the 
Club Room of the Traymore Hotel 
from 11 a.m. to 1:30 p.m. The sec- 
ond meeting will be on Tuesday, 
September 20, in Room 10 of Con- 
vention Hall from 4-5 p.m. 


Association members may sub- 


mit names to the committee for 
consideration. Officers to be nom- 
inated are: president-elect, treas- 
urer and three members of the 
Board of Trustees for three-year 
terms. The committee will also 
nominate four delegates at large 
for three-year terms. The slate of 
’ officers will be presented at the 
final session of the House of Dele- 
gates on Wednesday, September 
21. 

The chairman of the Committee 
on Nominations is Dr. Charles F. 
Wilinsky, 16 Still St., Brookline, 
Mass. Other committee members 
are: Dr. Kenneth B. Babcock, di- 
rector of the Joint Commission on 
_ Accreditation of Hospitals, Chi- 


cago; Nels E. Hanshus, manager of . 


Luther Hospital, Eau Claire, Wis.; 
Ritz E. Heerman, general manager 
of the Lutheran Hospital Society 
of Southern California, Los An- 
geles; Carl C. Lamley, executive 
director of Stormont-Vail Hospi- 
tal, Topeka, Kans.; Marshall L. 
Pickens, Duke Endowment, Char- 
lotte, N. C., and Dr. Anthony J. J. 
Rourke, hospital consultant, 175 
Barnard Rd., New Rochelle, N. Y. 

Excerpts from 
meeting of the American Hospital 
Association’s Board of Trustees 
and Coordinating Committee and 
the May 14 meeting of the AHA 
Board of Trustees are included 

(Continued on page 146) 
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the. May 13. 


(Continued from page 59) 
are licensed to do everything we 
are licensed to do.”’ 

Therefore, they contended, it is 
the inescapable obligation of doc- 
tors of medicine to upgrade the 
quality of that care for the sake of 
the public. The way to do it, they 
maintained, was to permit doctors 
of medicine to teach in schools of 
osteopathy without risking the 
label of unethical conduct. 

The protracted on-the-campus 
investigation of five of the six 
schools (the Philadelphia college 
refused to permit examination by 
the AMA committee) convinced 
him, Dr. Cline said, that there was 
much excellent teaching at the 
pre-clinical levels. 

They are not learning osteopa- 


thy, he said, they are learning 


medicine and, at the pre-clinical 
level, they are learning it well. He 
said he had listened to a lecture on 
pathology and watched an ana- 
tomical demon- 


hypocrites. I don’t want any truck 
with hypocrites or cultists.” 

“The osteopaths haven't spent 
enough time on the mourner’s 
bench.” 

“Osteopathy has not made one 
single contribution to the science 
of medicine.”’ 

“Very reputable people are now 
being put in a position of being 
culprits and crooks. You don’t 
wait for converts. You go out to 
the heathen.” 

“The schools of osteopathy aren't 
teaching medicine. They are teach- 
ing cultism.” 

The argument used most tell- 
ingly by the opponents of the re- 
port was the absence of a repu- 
diation by the-osteopaths of the 
special concept of their school— 
the theory of Dr. Andrew Still 
that the body contained its own 
defenses against disease and mus- 
culo-skeletal adjustment would 
bring these defenses into play. . 
After three 


stration which 
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school in his ex- _ > 
perience. 

The trouble 
comes, he said, 
in the clinical 
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five retired to 
deliberate the 
thorny problem. 
Its solution, 

presented 
by Chairman 


courses. The 
reason is obvious—doctors of med- 
icine are not allowed to teach the 
clinical subjects. The remedy, in 
his mind, was just as obvious—re- 
move the ethical barrier between 
M.D.’s' and the classrooms in 
schools of osteopathy. 

In his reference committee ap- 
pearance, Dr. Cline asked for a 
dispassionate discussion limited to 
the report of his committee. 

That his plea went somewhat 
unheeded was indicated by such 
statements as these: 

“There is no official pronounce- 
ment from the osteopaths repudi- 
ating the osteopathic concept. If 
they still hold to it, they are cult- 
ists. If they have abandoned it 
and won’t repudiate it, they are 


Dwight L. Wilbur to the house on 
the last day of the meeting, June 
9, with the signatures of four 
members: | 
Eliminate the Cline report rec- 
ommendation for the removal of 
the “cultist’” label because the 
committee “is not completely sat- 
isfied that the current education 
in colleges of osteopathy is free 
of the teaching of ‘cultist’ healing.”’ 
Approve the other major rec- 
ommendations, permitting teach- 
ing in osteopathic schools by M.D.’s 
and leaving the matter of M.D.- 


osteopath relationships to the vari- 


ous states. 

The fifth member of the com- 
mittee, Dr. Milford O. Rouse of 
Texas, couldn’t go along. He said 
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ADJUTANT GENERAL of the State of Kentucky J. F. Lindsay 
presents Dr. Frank R. Bradley, president of the American Hospital 
Association, with his Commission as a Kentucky Colonel at the re- 
cent meeting of the Kentucky Hospital Association in Louisville. 


President Receives Commission 


Some harsh 
words were 
spoken at the 
reference com- 
mittee meeting. 
One complain- 
ant said the 
standards were 
inflexible (a po- 


other speakers) 
and that the sur- 
veyors weren’t 
qualified (a po- 
sition he took 
alone), The 
AHA was ac- 
cused of being 
too active in 
things which 
were not its 
proper concern. 
The Joint Com- 


he could not “with good conscience 
approve the recommendation that 
doctors of medicine teach in os- 
teopathic colleges where ‘cultism’ 
is part of the curriculum.” 

He urged that the Cline report 
be received and filed and, in ef- 
fect, leave the next move up to 
the osteopaths, if and when they 
abandon the osteopathic concept. 

There was more argument, the 
anti-osteopaths claiming that to 
adopt the majority report, with 
its refusal to strip the cultist label 
from osteopathic teaching, would 
permit as ethical something pro- 
hibited by the principles of med- 
ical ethics. 

The minority report was put to 
a vote. In the voice vote, it ap- 
peared that the “noes” (those for 
the change in attitude toward os- 
teopaths) had a slight decibel edge. 
But it was so close, a ballot was 
called for. 

Voting secretly, the delegates 
decided by 101 to 81 to keep the 
doors of organized medicine offi- 
cially shut on the osteopaths. 


ACCREDITATION 


The resolutions on accreditation 
included one proposal that the 
AMA and the AHA divide the re- 
sponsibility along the lines of their 
fields of interest; another that the 
Joint Commission set up a board 
of mediation; a third that an AMA 
committee study the program and 
still another that the AMA take 
over the program completely. 
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mission was charged with restrict- 
ing privileges of doctors. Hospitals 


as a whole were, in the mind of. 


one protester, trying to take over 


the practice of medicine. Surveys. 


should be made by a group of vol- 
unteer physicians, assigned to hos- 
pitals in their own area. 

The defenders of accreditation 
included such men as Dr. Gunnar 
Gundersen and Dr. Julian Price 
(both AMA trustees); Dr. I. S. 
Ravdin, chairman of board of re- 
gents, American College of Sur- 
geons, and Dr. Kenneth B. Bab- 
cock, director, Joint Commission 


on Accreditation of Hospitals. 


Dr. Price noted that it was in 
the great American tradition “to 
cuss out the umpire” and then re- 
minded the physicians that ac- 
creditation was wholly voluntary. 

Dr. Babcock said the complaints 
voiced were based on a lack of 
understanding, that the Commis- 
sion had nothing to do with ap- 
pointments to the medical staff 
or to the granting of privileges. 


He said the proposal for volunteer 


physicians as surveyors was im- 
practical; it takes many weeks of 
intensive indoctrination to brief 
them. 

He pointed out that the Amer- 
ican Hospital Association had a 
legitimate interest in the accred- 
itation program and Dr. Ravdin 
said it was perfectly proper for 
representatives of the various spe- 
cialties in medicine to help con- 
duct the accreditation program. 


sition shared by | 


Dr. Gundersen appealed for a 
moratorium on criticism, saying 
“let’s get this program . off the 
ground first and then set about 
improving it.” 

The reference committee, re- 
porting to the house, said the 
spate of resolutions apparently re- 
flects “a widespread dissatisfac- 
tion with the present functioning 
of the Joint Commission on Ac- 
creditation of Hospitals, possibly 
from bilateral misunderstandings.” 

It urged the appointment of a 


_ special committee to review the 


functions of the Joint Commission. 
It would report to the AMA house 
of delegates in June 1956. The 
house approved. 


NEW RULE ON INTERNSHIP 


The much-discussed “‘one-fourth 
rule” on internships was adopted. 
Literally, it was adopted twice. 
First, came acceptance of a re- 
port of a special committee to 
study the AMA’s administrative 
setup, a report which, in a sort. 
of aside, urged adoption of the 
one-fourth rule. Then, it was 
adopted upon recommendation of 
the reference committee on med- 
ical education and hospitals. 

The one-fourth rule provides 
that an internship program fail- 
ing to get one quarter of its stat- 
ed complement in two successive 
years loses its AMA approval. The 
one-fourth rule will now be given 
legal study and will be incorporat- 
ed in revisions of the Essentials of 
an Approved Internship now being 
made by the AMA Council on 
Medical Education and which the 
council plans to bring to the house 
of delegates at its December meet- 
ing in Miami. 

A previous requirement that 
internship approval be condition- 
ed on getting two-thirds of the 
stated complement was discarded. 
During the discussion of the “one- 
fourth rule” replacement, it was 
stated that the two-thirds rule 
would have displaced 700 interns 
in 1953 and 1954, but that only 
80 would have been displaced 
under the one-fourth rule. The 
latter rule would have removed 
approval from the programs in 
277 hospitals, offering 2,139 in- 
ternships. 

Critics of the rule said it was 
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unfair to small hospitals. An- 
other said there might be legal 
complications if a hospital, de- 
nied approval under the rule, 
could prove that it had a good 
educational program for interns. 

There was a whisper of “noes” 
as the rule was easily adopted. 


UMWA PLAN 


A recent regulation issued by 
the medical director of the United 
Mine Workers’ of America Wel- 
fare and Retirement Fund aroused 
_ the ire of the house. 

The regulation requires approv- 
ed specialist consultation before 
hospital admission as a condition 
of payment by the Fund for pro- 
fessional services. In a_ heated 
reference committee session, this 
regulation was viewed as (1) a 
step toward socialism, (2) an 
affront on the competence of gen- 
eral physicians and in effect a 
step which made them second 
class doctors, (3) a limitation 
on free choice of physicians and 
a step toward elimination of the 
fee-for-service principle. 

Dr. Warren Draper, medical di- 
rector of the UMWA program, de- 
fended the rule and said a pre- 
liminary study had indicated that 
the regulation cut the incidence 
of surgery and reduced the num- 
ber and length of hospital stays. 

He scoffed at the socialized med- 
icine charge and said the only 
issue was whether or not UMWA 
could, with propriety, use con- 
sultants as it saw fit. He said: 
“I could no more run this pro- 
gram without qualified consult- 
ants than fly.” 

The AMA house did not go so 
far as the Pennsylvania delega- 
tion asked—withdrawal of ll 
physicians from participation un- 
less the rule is rescinded—but 


did vote “disapproval” of the reg- . 


ulation. 

Two days after the house acted, 
Doctor Draper notified all area 
medical administrators that con- 
sultation on all cases prior to ad- 
mission would not be required. His 
letter said: 

“The house of delegates of the American 
Medical Association at its meeting in Ation- 
tic City, June 8, adopted a resolution dis- 
- @pproving the Fund requirement that the 
opinion of a consultant be obtained on all 
cases prior to hospital admission. 
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“This action was based on resolutions 
presented by state medical societies of 
West Virginia, Pennsylvania, Arkansas and 


Oklahoma and a four-hour hearing before 


the Reference Committee on Insurance and 
Medical Service. | 
_ “In view of the action of the house of 
delegates as noted above, area medical ad- 
ministrators will no longer require consulta- 
tion on. all cases prior to hospital admis- 
A group of resolutions sent to 
the house concerned medical 
service insurance plans. Several 
asked the AMA to establish stand- 
ards for such plans, including an 
endorsement of service benefits. 
One said that the AMA “has not 
enunciated any clearly cut state- 
ment for the protection of the 
public of what is desirable in the 
contracts offered by the volun- 
tary plans.” A Massachusetts res- 
olution said that the purchasers 


of prepayment for medical or hos- 


pital care have “no adequate 
guide to enable them always to 
choose wisely among the plans 
available” and urged correction 
of this situation. 

An Illinois resolution argued, 
on the other hand, that it would 
be “improper and in violation of 


the public interest for the med- 


ical profession to grant any spe- 


- cial or exclusive concessions to 


any type of insurer.” The resolu- 
tion also deemed it improper for 
a physician to increase his usual 
fee because the patient had in- 
surance. 

The reference committee told 


the house that the entire prob- 
lem was complex and that it was 
being considered by the Commis- 
sion on Medical Care Plans, ap- 
pointed after the December 1954 
meeting in Miami. So all the res- 
olutions were bundled and sent 
to the Commission. 7 


MISCELLANEOUS MATTERS 


Many other issues came up. 
Briefly, this was what the AMA 
did: 

@ Refused to approve a board of 
trustees abstract of the Commit- 
tee on Medical Practices but in- 
sisted on studying the full report. 
@ Heard Dr. Elmer Hess, now 
president, urge a move of AMA 
headquarters from Chicago to 
Washington and approved a find- 
ing that the administration of 
AMA was sound. 

@ Approved in principle, but re- 
ferred for further study, a resolu- 
tion which asked the AHA to 
request hospital trustees to refrain 
from demanding that medical staff 
members submit to an audit of 
their books for detection of fee 
splitting. 

@ Sharply changed a strict medi- 
cal ethic on the dispensing of 
drugs and appliances. A strict pro- 
hibition under almost all circum- 
stances of such dispensing was 
adopted in Miami last year. The 
house softened the provision to 
forbid such dispensing as unethi- 
cal only when the patient is 
exploited. 


Iowa Association Rests Case 


The Iowa Hospital Association and 34 member hospitals seeking to over- 


turn a 1954 opinion by the state’s attorney general rested their case, June 


14, following nearly a month of testimony and cross examination. In all, 
22 administrators, hospital board members and expert witnesses were 
called to testify in behalf of the Association. 


Defendants in the action are the 
State Board of Medical Examiners 


- and individual members of the 


Board, the Iowa Association of Pa- 
thologists and the attorney gen- 
eral. The lowa Medical Society and 
Iowa Radiological Society have 
intervened in behalf of the de- 
fendants. 

Hearings began May 19. before 
the Polk County District Court, 
Des Moines. On May 25, the suit 
was ruled a “class action,” binding 
on all hospitals in Iowa. 


The case is expected to be ap- 
pealed to the Iowa Supreme Court 
for final ruling, whatever judg- 
ment is handed down by District 
Court Judge C. Edwin Moore. The 
Supreme Court already has been 
involved in a procedural motion, 
ruling May 11 to support Judge 
Moore’s denial of a defense move 
to strike out answers given in the 
pre-trial examination. 


It has been the contention of the 


Association and its 34 plaintiff 
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hospitals that former Attorney 
General Leo Hoegh incorrectly in- 
terpreted existing state laws in 
delivering an opinion in February 
1954 that hospitals hiring certain 
medical specialists to operate lab- 
oratories are practicing medicine 
illegally. His ruling banned both 
salary and percentage contracts. 
The plaintiffs hold that mainte- 


nance and operation of laboratory | 


facilities are within the scope of 
the Iowa hospital licensure law by 
custom as well as specific require- 
ment. They contend that such 
maintenance and operation is not 
governed by provisions of the 
state’s Medical Practice Act and 
that lowa law prohibits governing 
boards of nonprofit hospitals from 
allowing private gain in connection 
with the property of these hospi- 
tals. 


DEFENDANTS’ STAND 


The defendants contend that 
hospital employment of medical 


specialists constitutes the sale of | 


medical services for a profit and 
hence involves exploitation. They 
hold that the quality of laboratory 
service has deteriorated and will 
continue to deteriorate under hos- 
pital operation of laboratories and 
hospital employment of patholo- 
gists and radiologists. 

Key issues to date have revolved 
around clear definition of the med- 
ical status of the pathologist in 
connection with his hospital duties 
and the scope of the words “diag- 
nosis” and “consultation.” In Iowa, 
legal recognition of a professional 
act as the practice of medicine 
depends in part on whether a 
qualified physician is diagnosing 
the condition of the patient. 

Witnesses for the plaintiffs have 
admitted the value of pathological 
findings as “adjuncts” to diagnosis 
but maintain that since the pa- 
thologist has no direct relationship 
with the patient there is neither 
contract obligation between pa- 
thologist and patient nor “diagno- 
sis’’ in the true sense of the word. 
Nor is there “consultation” be- 
tween the attending physician and 
the pathologist, according to these 
witnesses, since the pathologist 
does not examine the patient. 

Defendants have attempted 
through cross examination to es- 
tablish that findings submitted by 
the pathologist are in fact diagnos- 
tic findings and that consultation 
does exist between attending phy- 
sician and pathologists. 

Among those testifying in be- 
half of the plaintiffs were John G. 


Reinhold, Ph.D., of Glen Mills, Pa., 
senior consultant in biochemistry 
to the surgeon general of the 
Army; Max N. Friedman, chemist 
for Lebanon Hospital, New York 
City; Dr. Henry E. Wilson, vice 
chairman of the Department of In- 
ternal Medicine, University Hos- 
pital, Columbus, Ohio; Dr. Charles 
U. Letourneau, director of the pro- 
gram in hospital administration, 
Northwestern University, and Dr. 
Ned Kalder, prominent Detroit 
surgeon. 

Witnesses have also included 
Iowa administrators, hospital board 
members and the laboratory su- 
pervisor of a 200-bed hospital. 

Administrators questioned the 
ability of the state’s 31 pathologists 
to maintain adequate supervision 
over hospital laboratories through- 
out the state. Witnesses from rural 
hospitals labeled much pathology 


done in Iowa as “mail order,” | 


where the pathologist maintains a 
position as a member of the hospi- 
tal staff but seldom visits the hos- 
pital. 

The administrators declared that 
findings of routine laboratory tests 
almost invariably are included in 
the patients’ charts without prior 
examination by the pathologist 
and that laboratory technicians are 
instructed by the attending physi- 
cian exactly what to look for, a 
position supported by testimony of 
Sister Mary Mercedes, laboratory 
supervisor at Mercy Hospital, 
Cedar Rapids. | 


TRUSTEES REPORT 


Three board members of non- 
profit, Iowa hospitals reported 
their understanding that trustees 
of such hospitals “are not permit- 
ted to rent the hospital to anyone 
for profit.”” Cited were “dangers”’ 
that certain medical specialists 
might become “monopolistic” and 
that hospitals might lose their tax- 
exempt status if they leased space 
to the specialists. 


Doctor Letourneau, testifying as 


a student of hospital-physician re- 
lationships, occupied the witness 
stand for more than two days. His 
testimony concurred with that of 
Doctor Wilson and was later sup- 
ported substantially by that of 


Doctor Kalder. 


The absence of a doctor-patient 
relationship, he said, precludes in 
itself the possibility of the pa- 
thologist practicing medicine. He 
contended that laboratory proce- 
dures today are done by standard- 
ized processes which involve no 
“guesswork.” The laboratory pro- 


vides the attending physician with 
"facts in the control of disease .. .” 
he said. “The attending physician 
makes the decision on the patient; 
the pathologist never makes the 
decision. .. .” 

Doctor Letourneau said that lab- 
oratory findings are “adjuncts. to 
the practice of medicine” but that 
they do not in themselves involve 
the practice of medicine. “When all 


the facts have been collected .. .”’ 


he said, “the physician applies 
knowledge, he judges the signifi- 
cance, he draws conclusions.”” 

He labeled the term “pathologi- 
cal diagnosis’”’ a misnomer. 


SALARY CONTRACTS 


With regard to the salary or per- 
centage contracts presently exist- 
ing between Iowa hospitals and 
medical specialists, Doctor Letour- 
neau cited the official position of 
the American Medical Association 
that salaried physicians are not 
unethical per se. The major con- 
siderations here, he pointed out, 


. are that there be no “exploitation” 


and no denial of free choice of 
physician. 

Under cross examination, Doctor 
Letourneau was asked to read into 
the record the 1953 joint report of 
the American Hospital Association 
and the American Medical Associa- 
tion to the effect that “anesthesi- 
ology, pathology, radiology and 
physical medicine are integral parts 


of the practice of medicine.” 


Quizzed in regard to conferences 
between attending physicians and 
pathologists, he acknowledged the 
“great educational value” of such 
conferences but said he under- 
stood these not to be ‘“consulta- 
tions” in the proper sense, since 
no patient-physician relationship 
is involved. 


Appoint Dr. H. C. Nicholson 
To Hospital Council Post 


Dr. Hayden C. Nicholson, dean 
of the School of Medicine and 
Provost for Medical Affairs at the 
University of Arkansas, has been 
appointed executive director of the 
Hospital Council of Greater New 
York. 

Former executive secretary of 
the Committee on Growth of the 
National Research Council, Doctor 
Nicholson is currently serving as a 
consultant to the surgeon general, 
U. S. Air Force. He is also a mem- 
ber of the board of directors of the 
Oak Ridge Institute of Nuclear 
Studies and of National Medical 
Fellowships, Inc. | 
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NEW OFFICERS of the Upper Midwest Hospital Conference elected at the group's recent 


Upper Midwest Meet 


meeting in Minneapolis are (from left): immediate past president, J. M. Mcintyre, adminis- 
trator of the Winnipeg (Man.) Municipal Hospitals; vice president, Sister Rose Marie, ad- 
ministrator of St. Mary's Hospital, Pierre, S$. Dak., and president, Byron D. Jackson, administra- 
tor of St. Luke's Hospital, Fargo, N. Dak. More than 2,000 persons attended the conference. 


“How to provide the services now needed and take into consideration 
the needs of tomorrow with the least guesswork is the dilemma of the 
entire health field,”’ said George Bugbee, president of the Health Informa- 
tion Foundation, in the annual Nellie Gorgas Memorial Lecture at the 
eighth annual Upper Midwest Hospital Conference, May 11-13, at Min- 


neapolis. 

He said that the greatest need is 
“not one of precisely estimating 
the nation’s future need for serv- 
ices, but of directing efforts toward 
trends which are already evident.” 
He pointed out that the length 
of stay for all hospital admissions 
in 1953 was 742 days, but for the 
segment over 55 years of age it 
was 12 days and that the group 
over 65 incurs 13.1 per cent of all 
charges for health services in spite 
of the fact it constitutes 8.4 per 
cent of the total population. 

Mr. Bugbee stated that, accord- 
ing to Dr. Dean W. Roberts, direc- 
_tor of the Commission on Chronic 
Illness, those 65 or over account 
for 23 per cent of patients in men- 
tal hospitals, 9 per cent of those 
in tuberculosis hospitals, 44 per 
cent of those in chronic disease 
hospitals, and 78 per cent of those 
in nursing homes and homes for 
the aged. 

The speaker predicted that “the 
next ten years will see a smaller 
proportion of a greater population 
in the work force” with a “larger 
number of persons less than 20 
years old and fully six million 
more people over 65 than we have 
today.” 


“Provision of health services for 


those over 65 must be predicated 
on a sharp rise in their numbers 
and the particular needs they have 
for medical care,” he said. 
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These areas need development 
and attention said the speaker: 

» Improvement of facilities for 
needs of the special categories of 
illness and rehabilitation. 

» More nonclinical as well as 
clinical research so that all organ- 
izations may better understand the 
public’s motivations and problems 
in seeking care. 

>» Better public education in the 


' wise use of health services and in 


the importance of being prepared 
to meet unpredictable, but inevi- 
table health expenses. 

>» Further extension of voluntary 
health insurance with broader 
benefits. 

Marian Sheahan, R.N., director 
of the Division of Nursing Service 


of the National League for Nurs- 


ing, outlined the principles of 
comprehensive patient care. 
“Comprehensive care today de- 
mands community action to pro- 
vide services which no one citizen 
can provide for himself,’ she said. 
“Comprehensive care, too, de- 
mands individualized care for the 
person who is ill—helping him to 
use all his resources to regain his 
health or to become as self-de- 
pendent as his capacities permit. 
The six objectives of compre- 
hensive care that she outlined are: 
(1) prevention of deformity if 
possible (2) correction of deform- 


ity if it has occurred (3) instruc- 
tion of patient in daily living ac- 
tivities (4) correction of speech 


difficulties (5) retraining of dis- 


abled parts of the body (6) help- 
ing patients to resolve their emo- 
tional difficulties. 

Other speakers presented the 
methods by which comprehensive 
care can be obtained. Topics were 
the team plan assignment, patient 
teaching, social aspects, rehabili- 
tation, referrals to other commu- 
nity agencies and inservice educa- 
tion. 

In a session on the hospital’s re- 
sponsibility for the care of psychi- 
atric patients, Dr. John A. Larson 
of the Menninger Schoo] of Psy- 
chiatry, Topeka, Kans., told of the 
increased demand for psychiatric 
care and of the need for outpatient 
clinics to satisfy this demand. He 
described five outpatient clinics in 
Topeka, Kans., in which 1,800 per- 
sons were seen last year and stated 
that a long waiting list still exists 
for their services. The functions of 
these clinics, said Doctor Larson, 
are three-fold: 

1. To evaluate the -psychological, 
sociological and somatic aspects of 
the patient’s illness and to deter- 
mine where the difficulty in ad- 
justment lies and what therapeutic 
measures will aid the patient. 

2. To treat, by psychotherapy, 
shock and drug therapy, illnesses 
that range from mild to severe. 

3. To act as a bridge for the pa- 
tient who has been hospitalized 
and is just beginning to adjust to 
the environment outside the hos- 
pital. 


New officers of the Upper Mid-. 


west Hospital Conference are: 
president, Byron D. Jackson, ad- 
ministrator, St. Luke’s Hospital, 
Fargo, N. Dak.; vice president, 
Sister Rose Marie, administrator, 
St. Mary’s- Hospital, Pierre, 5. 
Dak.; trustees, Sister Mary Bede, 
R.N., administrator, Columbus 
Hospital, Great Falls, Mont., and 
Harold C. Mickey, administrator, 
Rochester (Minn.) Methodist Hos- 
pital. 


Rules to Make Hospital 
Records Available in Court 


Hospital records in Connecticut 
will be made available in court 
without the attendance of hospital 
personnel beginning October 1, 
according to the recent action of 
the Connecticut State Legislature. 
This bill, now Public Act No. 89 in 
the Connecticut Statutes, was in- 


troduced by Sen. Theodore Ryan 


of Connecticut in codperation with 
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the Connecticut Hospital Associa- 
tion’s Council on Government 
Relations. 

Provisions of the bill include: 

1. Patient, after discharge, may 
see own record on demand. 

2. Records of mentally ill pa- 
tients are not covered. 

3. Hospitals have the option to 
submit certified copies instead of 
the original record. 

4. Clerk of the court must give 
receipt for the record, be respon- 
sible for its safekeeping, and notify 
the hospital when no _ longer 
needed. 

5. Record can be admitted in 
evidence without preliminary testi- 


mony providing affidavit from 


person in charge of record room 
is attached. 

6. Subpoena must be served or 
written notice of intent to serve 
given not less than 24 hours before 
the time of production. 


Maj. Gen. G. E. Armstrong 
Honored at Recent Luncheon 


Maj. Gen. George E. Armstrong, 
surgeon general of the U. S. Army, 
was honored at a recent luncheon 
in Washington given by Fred A. 
McNamara, assistant chief, Bureau 
of the Budget. General Armstrong 
has retired from his four-year tour 
of duty as the chief Army medical 
officer to accept the position of 
vice chancellor for medical affairs 
at the New York University-Bel- 
levue Medical Center. 

Among the federal hospital of- 
ficals present to honor General 


Armstrong were: Rear Adm. Bruce 


E. Bradley, deputy surgeon gen- 
eral of the Navy; R. E. Adkins, 
executive officer, Department of 
Medicine and Surgery of the Vet- 
erans Administration; Dr. James R. 
Shaw, chief of the Health Branch, 
Bureau of Indian Affairs, Depart- 
ment of Interior; Dr. E. H. Cush- 
ing, deputy assistant secretary 
(health and medical) of the De- 
partment of Defense; Dr. Leonard 
A. Scheele, surgeon general of the 
Public Health Service of the De- 
partment of Health, Education and 
Welfare; Dr. Jack Masur, chief of 
the PHS Bureau of Medical Serv- 
ices, and Dr. G. Halsey Hunt, asso- 
ciate chief of the PHS Bureau of 
Medical Services. 

The American Hospital Associa- 
tion was represented by Dr. Edwin 
L. Crosby, director; Kenneth Wil- 
liamson, director of the Washing- 
ton Service Bureau, and Dr. Dallas 
G. Sutton, director of study, gov- 
ernment hospital relations. 
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MIDDLE ATLANTIC GROUP 


Installs J. Russell Clark, President 


Record attendance of approximately 3,000 marked the seventh annual 
Middle Atlantic Hospital Assembly in Atlantic City, May 25-27. 

New officers of the Assembly elected May 27 were: president, J. Russell 
Clark, director of Brooklyn (N. Y.) Hospital; and vice president, George 
A. Hay, administrator of Hospital of Woman’s Medical College of Penn- 


sylvania, Philadelphia. Named to 
serve another term as secretary 
and treasurer respectively were J. 
Harold Johnston, executive secre- 
tary of the New Jersey Associa- 
tion, and John F. Worman, execu- 
tive secretary of the Hospital As- 
sociation of Pennsylvania. 

Mr. Clark, who replaces Robe 
G. Boyd of Morristown, N. J., as 
Assembly president, is immediate 
past president of the Hospital As- 
sociation of New York State. Mr. 
Hay is incoming president of the 
Pennsylvania Association. 

After a quick look at the na- 
tional scene in the opening general 
session Wednesday afternoon, sub- 
sequent meetings explored public 
opinion, hospital-physician rela- 
tions, and the status and future of 
Blue Cross-Blue Shield programs. 
The “standing room only” sign was 


MR. CLARK MR. HAY 


out Thursday when conventioners 
met to hear findings of the Opinion 
Research Corporation, Princeton, 
on the public’s opinion of New 
Jersey hospitals. 

(A report of these findings ap- 
pears on page 131 of this issue.) 

Featured speakers Wednesday in 
the opening general session were 
Ray E. Brown, president-elect of 
the American Hospital Association; 
Kenneth Williamson, director of 
the AHA’s Washington Service 
Bureau, and Dr. Anthony J. J. 


Rourke, hospital consultant and — 


former member of the board of 
commissioners of the Joint Com- 
mission on Accreditation of Hos- 
pitals. 

Sketching the expanded pro- 
gram of the American Hospital As- 
sociation, Mr. Brown noted vital 
functions on the national level 
which cannot be carried out prac- 


tically by individual hospitals or 
state associations. Mr. Williamson 
called attention to the wave of 
public interest in health legislation 
as reflected in the large number of 
bills now under consideration by 
Congress, among them programs 
on civil defense, mental health and 


_eare of the indigent, the aged and 


the unemployed. 

Doctor Rourke. decried the fact 
that the roster of fully accredited 
hospitals increased in 1954 by only 
eight. He said that “lack of knowl- 
edge of requirements still exists, 
despite voluminous literature on > 
the subject.” 

A panel discussion Thursday 
afternoon explored from four view- 
points some problems in hospital- 
physician relations. Panelists bas- 
ically agreed that~ moderation 
should prevail and that an amic- 
able solution could be found.. 

L. William Coon, superintendent 
of Brooks Memorial Hospital, 
Dunkirk, N. Y., looked for one so- 
lution to the problems in clear defi- 
nitions established between hos- 
pital and specialist at the outset of 
employment. He noted his hospital 
had found “percentage’’ a satis- 
factory financial arrangement, a 
position with which Dr. Robert C. 
Dripps, “specialist” on the panel, 
took exception. 

Doctor Dripps, professor of an- 
esthesiology at the Hospital of the 


University of Pennsylvania, called 


for all doctors to receive the “same | 
treatment.” He urged both sides to 
“admit we've been wrong. Let’s 
admit that men of integrity sit on 
both sides of the table.” 

A spirit of compromise and co- 
6peration was proposed by William 
F. Martin, counsel for the New 
York Association. 

Frank A. Robbins Jr., vice pres- 
ident of Harrisburg (Pa.) Hospital, 
held out that since “the patient 
has no choice’ as regards the 
medical specialist and “but little 
personal relationship with him,” 
compensation to the specialist 
should be paid “entirely by the 
hospital” in a flat annual amount. 

Key speaker at Friday after- 
noon’s general session on Blue 
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‘From ENT clinic to the OB ward... 
all departments find CAROLAB COTTON BALLS 

are handy and convenient to use— 

completely free of nibs and wispy ends. 

They are also an economical substitute 

for sponges in many hospital procedures. 

The laboratory and dispensary 

find that they save time and money. . 

Cleaning instruments and equipment, 

stopping test tubes, bottles and capsule containers, 
are all duties which can be speeded up 

at lower costs with CAROLAB. 


reasons why leading hospitals choose 
CAROLINA COTTON BALLS 


Uniform in size and shape 


Firm, compact construction 


3 Made of finely spun, 
selected long staple cotton 


4 Highly absorbent 


5 Labor-saving—ready for immediate 
use after sterilization 


6 Actually more economical to use 
than “home-made” cotton balls or 
other manufactured balls of same high quality 


7 Available in 5 standard sizes: 
super 2000 per case 
C special 2000 @ special is same size as large 
large §=—s- 2000 but is almost twice as dense 
medium 4000 
small 8000 


WRITE FOR SAMPLES, INFORMATION, PRICES 


manufactured 


where grown... 


Carolina Absorbent Cotton: 


(Division of Barnhardt Mfg. Co, Inc.) 


CHARLOTTE 1, NORTH CAROLINA 
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Gast». 


Cotton-filled, stockinette covered: 
a soft but sturdy, tubular-knitted 
casing which completely encloses 
the cotton . . . convenient, comfort- 


able—no seams, no overlap. Avail- 


able in all standard hospital sizes 
with regular tabs. 


cAROLAR 
Hospital 


=. Supplies 


when sterilized. Heat actually improves them .. . 


Carolina Sanitary Napkins 


@ Carolab’s cotton-filled sanitary pads are made from quality 
materials as carefully processed and treated as Carolab’s famous surgical 
cotton. They do not shrink or become brittle or discolored 


and flufher to provide the downy-soft comfort and maximum 
absorptive qualities so important in surgical and obstetrical cases. 


Best IN ITS CLASS 


Cotton-filled, gauze covered: same 
fine, soft, absorbent cotton, 


wrapped in good quality gauze. In 
all standard hospital sizes with reg- 
ular tabs; regular size with short tab. 


WRITE FOR SAMPLES, 
INFORMATION, PRICES 


makes them thicker 


Best FOR THE MONEY 


‘Tabless, cotton-filled: gauze cov- 


ered, most economical of all cotton 
pads. In three convenient sizes: 
3'2"x8", 3%"x12", and 3'4"x24". 
Also available —cellulose-filled: 
gauze covered, with tabs—an eco- 
nomical substitute for cotton. Four 
styles: regular, with short or long 
tabs; senior, with long tabs; hos- 
pital, 12" with long tabs. 


Carolina Absorbent Cotton Company 


(Division of Barnhardt Mfg. Co., Inc.) 
CHARLOTTE 1, NORTH CAROLINA 
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Cross was Harry Kranz, legislative 
director, New Jersey Council of 
the Congress on Industrial Organ- 
ization. Saying he was speaking 
_ “on behalf of the CIO,” Mr. Kranz 

pinpointed the hospitalization con- 


tract sought by labor as that with . 


comprehensive coverage, not less 
than 70 days, preferably 120. 

For this contract, he declared, 
labor looks to Blue Cross. He 
pointed out that “while commer- 
cial insurance tends to depress 
standards of care, Blue Cross par- 
ticipates with hospitals in improv- 
ing these standards.’’ He added, 
“Blue Cross has come closer to 
meeting labor’s standards; there- 
fore, labor has preferred Blue 
Cross to that extent.” : 

Other featured speakers Friday 
afternoon were James E. Stuart, 
executive director of the Hospital 
_ Care Corporation, Cincinnati, and 
Carl Lamley, administrator, Stor- 
mont-Vail Hospital, Topeka, Kans. 
Mr. Stuart explored the future of 
the Blue Cross-Blue Shield pro- 
grams, while Mr. Lamley discussed 
the meaning of indemnity-type 
hospital insurance to the _ indi- 
vidual hospital. 


Introduce Bill in Alabama 
To "Open" Medical Staffs 


For the second time in the past 
several months a bill that would 
in effect “open” the medical staff 
of every public hospital has been 
introduced in the state legislaiures. 

On June 10 a bill was introduced 
in the Alabama State Legislature 
that would require any public hos- 


pital in the state to accept as a 


staff member any physician from 
the county in which the hospital is 
located, or an adjoining county, 
upon application by the physician 
for staff membership. The facili- 
ties of such hospital would be 
made available to-such physician. 

The bill further provides for ap- 
pointment of a credentials com- 
“mittee from the medical staff or 
department to pass upon such ap- 
plications, for appeal by the phy- 
sician to the entire medical staff in 
the event the credentials commit- 
tee denies the application. If he is 
denied staff membership and the 
use of the hospital’s facilities, he 
has the right to appeal to the cir- 
cuit court for a writ of mandamus 
granting such use and staff mem- 
bership. 

A similar bill, introduced in the 
Indiana State Legislature this year, 
died in committee as the legislative 
session closed. 
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NEW JERSEY HOSPITAL POLL— 


Public’s Opinion Generally Favorable 


“You’re stronger than you know, but there is some room for guidance,” 
reported Dilman M. K. Smith May 26 to an overflow crowd of delegates 


to the seventh annual Middle Atlantic Hospital Assembly. 


In presenting Opinion Research Corporation’s report of survey findings 
on public opinion toward New Jersey hospitals, Mr. Smith, vice president 


of the corporation, cited the gen- 
erally favorable attitude held by 
New Jersey people toward their 
hospitals as a sound base on which 
to build good relations. He noted 


_ that responses to specific questions 


could serve to guide future public 
relations efforts. | 

At the same time, Mr. Smith 
emphasized that hospital officials 
must not forget that. areas exist 
in which there is “definite room 
for improvement.” He observed 
two such areas to be nursing care 
and food—‘“the two counts on 
which you stand to gain or lose the 
most friends.” He termed “signifi- 
cant” the fact that nursing care 
and food headed the list of “things 
most disliked”’ about the hospital, 
“despite the fact 68 per cent of the 
respondents answered these ques- 
tions with an unqualified ‘every- 
thing is fine.’ ”’ 

In compiling data for the survey, 
the research corporation inter- 
viewed a representative sample 
of more than 500 New Jersey 
residents 21 years of age or older 
during January and February 
1954. Questions concerned only 
general nonprofit hospitals and the 
answers were correlated to such 
factors as age, sex, occupation and 
income of the respondent, the size 
of the hospital and to the recency 
of hospital experience on the part 
of the respondent. 

Sought’ was an over-all picture 
of public attitudes rather than the 
attitude of people toward specific 
hospitals. 

On the issues of fund-rais- 
ing, human relations and hospital 
charges—items that have previ- 
ously given hospital people deep 


- concern—Mr. Smith reported no 


formidable backlog of opposition. 

As regards hospital charges, 61 
per cent of those polled indicated 
they felt such changes to be just 
and another six per cent agreed 
“with qualifications,” while only 
14 per cent took an opposite stand. 
Mr. Smith noted the “surprisingly 


low” group in the negative column 


and that there was “no particular 
concentration of reasons given by 
this negative group.” 

Virtually none (only three per 
cent) opposed the idea of individ- 


uals making financial contributions 
to hospitals, he pointed out, al- 
though such contributions ranked 
far below the March of Dimes and 
the Cancer Fund on the list of 
“most worthy causes.” He sug- 
gested, “The problem here ap- 
pears to be one of converting latent 
good will to active good will.” 

In the area of human relations, 
few persons doubted the sincere 
interest of hospitals in the well- 
being of their patients. At the 
same time, Mr. Smith cited the fact 
that only two-thirds of the re- 
spondents affirmed this sincere in- 
terest without “reservation’’——‘“an 
area in which work has to be done.”’ 

Other survey results indicated 
that seven in ten would choose to 
be hospitalized in the “hospital 
they know best’’—‘‘we seldom see 
such loyalty to products or insti- 
tutions’ —and that material printed 
in the local newspaper appears 
to have limited bearing on public 
attitudes. ‘“‘Word-of-mouth testi- 
mony of patients seems to have 
the greatest effect in spreading the 
word,” Mr. Smith said. 

In summary, he pointed up the 
fact that the hospital has public 
relations whether or not it does 
anything about them. He stated 
that the survey findings were val- 
uable “guides’’-to future public 
relations efforts. 


Survey Shows New, Rural Units 
Factor in Attracting Nurses 


The opening of new hospitals in 
communities which formerly had 
none is one important factor in- 
drawing nurses back into the pro- 
fession, the recently released Pub- 
lic Health Service study of nurse 
recruitment showed. The survey, 
conducted through the PHS Divi- 
sions of Nursing Resources and 
Hospital Facilities, is based upon 
data received from 2,311 profes- 
sional nurses in new, Hill-Burton, 
rural hospitals and a control group 
of 634 nurses in 81 hospitals built 
before the Hospital Survey and 
Construction Program of 1948. 

Highlights of the report are: 

» Two out of every five nurses 
employed in old and new, rural 
hospitals were previously house- 
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wives and thus retired from the 
nursing profession. 

>» New Hill-Burton hospitals have 
fewer professional nurses per pa- 
tient than the average hospital in 
the United States. However, there 
are sO Many more nonprofessional 
nurses that the total number of 


nurses per patient is higher. 

» Fifteen per cent of the profes- 
sional nurse positions in the new 
hospitals are vacant. There is some 
evidence in the survey that these 
hospitals have a fairly high turn- 
over rate. 

» Many nurses who previously 


were working in hospitals in other 
localities came to work in new hos- 
pitals because they could return to 
their home towns to live. 


» The best way to recruit new 
nursing personnel is by personal 
contact. 


Washington Health Legislation— 
® Record Appropriation for Medical Research; 
© ANA Opposes Bolton Nursing Commission; 
® President Signs Surplus Property Bill 


Although the Salk vaccine has 
dominated health news out of 
Washington for the last two 
months, Congress has been quietly 
moving forward on appropriation 
bills which are notable for the in- 
creased sums being voted for medi- 
cal research projects. 

Sen. Lister Hill, (D., Ala.), in 
reporting H. R. 5046 for action be- 
fore the Senate, said, “It can be 
well said that the bill does more 
for medical research, hospital and 
health facilities, and public health 
then any bill ever reported.’ This 
is the bill which makes appropria- 
tions for the Departments of Labor 
and Health, Education, and Wel- 
fare, and related agencies for the 
fiscal year ending June 30, 1956. 

House action on this same bill 
recommended $75 million for hos- 
pital construction under the basic 
Hill-Burton program. This amount 
was $10 million more than the Ad- 
ministration’s budget request. 

The Senate, in passing this ap- 
propriation measure, increased fed- 
eral grants for 
health facilities construction under 
the basic Hill-Burton program by 
$29 million, making the total 
amount $104 million, including 
$1.2 million for research. 

In its testimony before the 
Senate appropriations subcommit- 
tee on the Hill-Burton program, 
the American Hospital Association 
had recommended the figure of 
$1.2 million be appropriated for 
program of study and research. 
Speaking before the Senate com- 
mittee in recommending a specific 
earmarking of Hill-Burton funds 
for research, Kenneth Williamson, 
director of the AHA Washington 
Service Bureau, said, “We know, 
for example, ... that industry, if 
it is successful today, puts aside 
and spends a commensurate por- 
tion of its capital on research. And 
they have to do so to keep up with 


hospitals and 


changing times. It seems sad to us 
that in this field of hospital con- 
struction in which the states and 
local governments are expending 
considerable sums of money, that 
there isn’t a like philosophy in 
effect.” 

Only once before in the legisla- 
tive history of the Hill-Burton 
program has Congress voted as 
as much as the Senate has recom- 
mended in its action on this 
appropriation bill. 

The Senate, upon the recom- 
mendation of Senator Hill’s com- 
mittee, voted an additional allow- 
ance of over $22 million for 
medical research. This item was 
explained by Senator Hill as “re- 
search in connection with cancer, 
mental health, heart, arthritis, 
metabolic diseases, neurology and 
blindness. This is the largest 
amount, by many millions of dol- 


lars, ever recommended for med- 


ical research.” 

The HEW appropriation measure 
passed by the Senate provides: — 

> $35,000,000 for vocational re- 
habilitation. 

>» $34,156,000 grant funds to the 
states for maternal and child 
health services. Of this $15 million 
is for services for crippled chil- 
dren. 

> $1,660,000 additional grant 
funds to the states for state health 
departments and state health units. 

> $1,600,000 of new funds for 
work with poliomyelitis vaccine. 
Of this amount, $850,000 would be 
for prevention and control meas- 
ures; $750,000 for regulation and 
preparation of biologic products. 

>$26,500,000 for vocational edu- 
cation. 

In commenting upon the Senate 
action in passing this record health 
appropriation measure, the approp- 


Yiation committee chairman said 


that the Senate would insist upon 
its amendments in the conference 


with the House of Representatives. 
While it is possible that the 
House conferees on this measure 
might not agree to the Senate’s 
recommendations for the complete 
amounts of funds voted, there is 
a general feeling that the funds for 
the basic Hill-Burton hospital con- 
struction program will certainly be 
more than the $75 million voted 
by the House. 3 


DOCTOR DRAFT 


Legislation in both the House 
and Senate to extend the Doctor- 
Dentist Draft Act for another two 
years has been developing in com- 
mittee hearings. The bill receiving - 
the most consideration is H.R. 6057, 
which was approved and reported 
out by the House Armed Services 
Committee. Action on this meas- 
ure is being held up by Chairman 
Howard W. Smith, (D., Va.), in 
the House Rules Committee. 

In the meantime, without wait- 
ing for House passage of H. R. 
6057, the Senate Armed Services 
Committee decided to hold its own 
hearings on the bill. The Amer- 
ican Medical Association appeared 
to testify in opposition to extension 
of the doctor draft. In prepared 
testimony for its immediate past 
president, Dr. Walter B. Martin, 


the AMA said that “perpetuation 


of the doctor draft past June 30th 
cannot be justified except as a 
mechanism for replacing career 
medical officers who are resigning 
in alarming numbers.” 

The American Medical Associ- 
ation also expressed its concern 
with the continual increase of 
military dependent medical care. 
Doctor Martin’s testimony stated 
that in 1948 “some 42,000 babies 
were born in military hospitals in 
the United States, while in 1953 
the number was over 145,000.” 

The AMA argued that it was not 
fair or proper to draft civilian 
physicians and then require them 
to devote a large percentage of 
their time and service to the care 
of civilian dependents and civilian 
employees of the federal govern- 
ment, especially in areas where the 
services of qualified civilian phy- 
sicians could be readily obtained. 

In separate letters to the House 
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and Senate committees considering 


the doctor-draft measure, the 
American Hospital Association 
asked Congress to consider “the 
extent to which the drafting of 
doctors and dentists from civilian 
life to serve in the Armed: Forces 
is related to the provision of hos- 
pital and medical care for civilian 


dependents.”” The American Hos- 


pital Association’s comments on 
the doctor-draft measure were in 
reference to the drafting of doctors 
and dentists to care for the medical 
_needs of military dependents and 

other Department of Defense ben- 
eficiaries. 

It was clearly indicated that the 
American Hospital Association po- 
sition was not related to the draft- 
ing of medical personnel who may 
be needed to provide medical care 
for active duty service personnel. 


The AHA took the position that | 


to the fullest extent possible ci- 
vilian facilities and civilian per- 
' sonnel should be used to provide 
health care to the dependents of 
servicemen within the continental 
‘United States. 3 

In concluding his special letter 
to Congress on the doctor-draft 
measure, Kenneth Williamson, di- 
rector of the Washington Service 
Bureau, said that “the American 
Hospital Association is strongly 
opposed to the use of the so-called 
doctor-draft law as a means of en- 
abling the Armed Forces to con- 
duct medical and hospital care 
programs for military dependents 
and other civilian beneficiaries of 
the Department of Defense.” 


HOOVER COMMISSION REPORT 


The Hoover Commission in its. 


May 20 report on. federal support 
for research and development rec- 
ommended that “greater federal 
support be given to basic and 
medical research.” | 

The Commission expressed its 
great concern over inadequate 
public and state support of med- 
ical schools and said that, while 
Congress has been generous in its 
appropriations for medical re- 
search, there aré many approved 
projects which have not been un- 
dertaken for lack of funds. Cited 
as an example were the 723 proj- 
ects, totaling approximately $7,- 
400,000, which will not be un- 
dertaken in the fiscal year 1956 
because funds have not been re- 
quested by the Department of 
Health, Education and Welfare or 
the Bureau of the Budget. 

The Commission report stated 
that “of this amount, $1,900,000 is 
for basic medical research. We are 
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‘the data that 


concerned over the apparent fail- 
ure of the executive branch to in- 
dicate these ‘backlog’ projects to 
the Congress.” 


BOLTON COMMISSION 

The American Nurses’ Associa- 
tion went on record as Officially 
opposing legislation, proposed by 
Rep. Frances P. Bolton, (R., Ohio), 
to set up a Congressional commis- 
sion on nursing services. 

The Bolton bill would provide 
federal funds for a two-year study 
to clarify the needs and training 
opportunities for both professional 
and nonprofessional nurses. The 
commission would also seek ways 
and means to improve and extend 
nursing education and encourage 


~ more effective utilization of nurses. 


The Bolton nursing bill has been 
approved by the American Med- 
ical Association, but the American 
Nurses’ Association’s conclusion 
was that the proposed commission 
would not be in the best interests 
of the public or the nursing pro- 
fession, and that ‘it would be a 
waste of public funds. 

In part the ANA statement said: 
_ “Areas in which immediate Con- 
gressional action is needed have 
been defined. The ANA believes 
Congress should meet these clear 
and specific. needs, rather \ than 
establishing a study commission 
which would tend to delay passage 
of urgently needed legislation. 

“Such a commission would dup- 
licate to a large extent research 
and study programs already being 
carried on by the state and na- 
tional organizations working with 
appropriate allied professional 
groups, government and repre- 
sentatives of the public which are 
giving particular attention § to 
each of the areas proposed for the 
commission’s investigations. 

“In addition, because most of 
the commission 
would require would necessarily 
have to come from these same or- 
ganizations, time and effort of or- 
ganization personnel would have 
to be diverted from vital ongoing 
programs to assist the commis- 
sion.” 

Mrs. Bolton has been informed 
by the American Hospital Associ- 
ation of its opposition to her bill 
in its present form. (See official 
notes, page 147.) 


SALK VACCINE 
_ A special technical report on the 
status of the Salk poliomyelitis 
vaccine was released to the press, 
June 10. PHS Surgeon General 
Leonard A. Scheele summarized 
the development which led up to 


the polio vaccine on April 12. 

The voluminous - detail of the 
report will require careful analy- 
sis. But in his summary Doctor 
Scheele indicated that the federal 
government is already taking steps 
to reorganize its medical laborato- 
ries and will appoint one of its 
top vaccine experts to head up a 
newly expanded vaccine control 
program. 

Action taken by HEW’s Public 
Health Service to deal with both 
the current and long-range prob- 
lems of the vaccine issue include: 

“1. Amendment of minimum re- 
quirements for the production and 
testing of poliomyelitis vaccine. 

2. Incorporation of minimum re- 
quirements in official regulations 
as mandatory standards. 

3. Creation of a Technical Com- 
mittee on Poliomyelitis Vaccine. 

4. Creation of a Division of Biol- 
ogics Standards, with strength- 
ened staff and facilities. 

5. Increased on-site plant sur- 
veillance and consultation. 

6. Reoriented testing and re- 
search program. 

7. Establishment of a poliomy- 
elitis surveillance unit. 

8. Review of legislative author- 
ity. 
SURPLUS PROPERTY 

President Eisenhower has signed 
a bill amending the Federal Prop- 
erty and Administrative Services 
Act of 1949 so as to release larger 
quantities of government surplus 
to health and educational] institu- 
tions. 

Late in May, the Surplus Prop- 
erty Utilization Division of the De- 
partment of Health, Education and 
Welfare issued an informational 
booklet for guidance to hospitals, 
nursing schools and other eligible 
institutions which might wish to 
apply for donable property. This 
runs a wide range—from trucks 
and radio sets to mattresses and 
x-ray equipment. 

Tax-supported and nonprofit or- 
ganizations which are exempt from 
taxation are eligible recipients. 
Information is obtainable from the 
nine regional officers of the De- 
partment of Health, Education and 
Welfare and from the surplus 
property agencies in the various 
states. 

The newly published guidebook 
presents information on procure- 
ment and includes a state-by-state 
list of surplus property officials. It 
is purchasable (15 cents) from 
Superintendent of Doctiments, U. S. 
Government Printing Office, Wash- 
ington 25, D. C. 
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To the 1955 administrative residents— 


The editors of HOSPITALS wish to extend best wishes to the 1955 hospital administra- 


tion graduates for many years of successful endeavor in behalf of hospitals and the people 
that they serve. In recognition of this occasion, the Journal reprints below an excerpt from 
on address by the late Dr. Arthur C. Bachmeyer, past treasurer of the American Hospital 
Association and dean emeritus of the University of Chicago Clinics. 

“The course in hospital administration should provide a nucleus of well-educated and 
trained men and women who know and understand the basic principles of good organization 
and administration os they apply to hospital operation. They should also understand the role 
which the hospital should perform in relation to the community and to the medical and 


related professions. 


"There is constant progress in all fields of human endeavor. Scientific discoveries have 
added extensively to the physician's ability to aid the sick and injured. Technical advances 
have completely changed the environment. Sociological changes have been rapid. As the 
administrators of institutions that are the product of and that reflect the influences of these 
forces, we must be ever alert in order to keep abreast of the advancing knowledge in each 
of these fields. There is need for constant readjustment in our organizations. Administrative 
knowledge and skill never seem quite adequate to cope with new problems that arise con- 
stantly. The task of adjusting human relationships, of codrdinating the complex, specialized 
functions of the several divisions of the hospital, and of successfully dealing with troublesome 
economic problems is a challenging and unending one. 

“It is the hope thot these formal courses in hospital administration will not onky provide 
the basic preparation for the administrators of tomorrow, but that they will imbue their 
students with the highest ideals of a worthy profession. 

“lt is the hope, also, that the men and women who have had the advantage of this 


preparation will form the body of leaders who will guide the development of hospital serv-. 


ice to ever-increasing efficiency thot, through their wise administration, they will not only 
maintain the stature that the institution has obtained in modern society, but will develop 
it into on agency of ever-increasing value to the professions and to the public it serves." 


More than 200 students of hos- 
pital administration in 16 universi- 
ties received residency appoint- 
ments last month. The residency, 
usually one year of administrative 
training in a hospital, is a require- 
ment for a master’s degree in hos- 
pital administration. 

Due to space limitations, the list- 
ing of the administrative residents, 
their preceptors and hospitals will 
be published in two parts this year. 


Graduates from the following pro-. 


grams are included in this issue: 


‘Baylor University with Medical 


Field Service School, University of 
California, University of Chicago, 
Columbia University, Duke Hospi- 
tal, University of Georgia (Atlanta 
Division), State University of lowa, 
University of Minnesota and North- 
western University. 

In the August news section, the 
listing of administrative residents 
will include the recent graduates 
of Johns Hopkins University, Uni- 
versity of Pittsburgh, Saint Louis 
University, University of Toronto, 
Medical College of Virginia, Wash- 
ington University and Yale Uni- 
versity. 


BAYLOR UNIVERSITY WITH 


MEDICAL FIELD SERVICE SCHOOL 
Course director: Col. Frederick H. 
Gibbs, MSC 


ALLEN, MAJ. JAMES F., to the 
Office of the Army Surgeon Gen- 
eral, Washington, D. C. 
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BEeRLOW, CAPT. LEONARD, to Lt. 
Col. John Kulczycki, commanding 
officer of the U. S. Air Force Hos- 
pital, Enid, Okla. 

CALLENTINE, CAPT. HELEN L., to 
Col. Abner Zehm, MC, commanding 
officer of the William Beaumont 
Army Hospital, El Paso, Tex. 

Camp, Lt. Cot. ELwoop W. to 
Col. Thomas J. Hartford, MC, com- 
manding officer of the Tripler 
Army Hospital, Honolulu, Hawaii. 

Cox, JR., Mays. SIDNEY, to the 
6110th U. S. Air Force Hospital, 
APO 1054, San Francisco. 

DEVEL, CaPT. PAUL L., to Lt. Col. 
William Defries, commanding of- 
ficer, USAF Hospital, Wichita, Kans. 

_EpMONDS, MAJ. CLARENCE W., to 
the USAF Hospital, Chaumont, 
France. 

Hunt, Lt. Co.. ALBERT B., to the 
Medical Field Service School, Fort 
Sam Houston, Tex. 


Kinc, Capt. HELEN E., to Col. 
Robert B. Skinner, MC, command- 
ing officer of the U. S. Army Hos- 
pital, Fort Dix, N. J. | 

KNOBLAUCH, COL. FREDERICK, to 
the U. S. Army Hospital, Japan. 

LEMoon, MAJ. RALPH G., to the 
Medical Field Service School, Fort 
Sam Houston, Tex. 

Perry, MAJ. GARLAND A., to the 
USAF Hospital, Paris, France. 

PETTERSON, LT. COL. EMMETT L., 
to the Office of the Surgeon Gen- 
eral, Washington, D. C. 

PLock, MAJ. WILLIAM L., to 
Robins Air Force Base Hospital, 
Warner-Robins, Ga. 

RIDDLE, MaJ. Hasty W., to the 
98th General Hospital, Europe. 

RILEY, MAJ. WINIFRED G., to Col. 
Kenneth A. Brewer, MC, com- 
manding officer of the Valley Forge 
Army Hospital, Phoenixville, Pa. 

SANTOS, CAPT. RuDOLFO D., to 
the Philippine Army Hospital, 
Manila, P. I. 

STARKS, LT. COL, LESLIE E., to the 
98th General Hospital, Europe. 

TEGTMEYER, LT. COL. CHARLES E., 
to Col. Jackson B. Dismukes, MC, 
commanding officer of the U. S. 
Army Hospital, Fort Bragg, N. C. 

WAGNON, MAJ. GLEN B., to the 
U. S. Army Hospital, Tokyo, Japan. - 


UNIVERSITY OF CALIFORNIA 
Course director: Richard J. Stull 


PHARAZYN, PHILIP H., to Max E. 
Gerfen, administrator of Sequoia 
Hospital, Redwood City, Calif. 

ROBERTS JR., NORMAN L., to 
Boone Powell, administrator of 
Baylor University Hospital, Dallas. 

Ross Jr., AUSTIN, to John A. 
Dare, administrator of Virginia 
Mason Hospital, Seattle. 

Ross, Cart J., to W. B. Hall, ad- 

ministrator of University of Cali- 
fornia Hospital, San Francisco. 
Taytor, RoBerT C., to Ritz E. 
Heerman, general manager of the 
Lutheran Hospital Society of 
Southern California, Los Angeles. 

TOWERS JR., JOHN L., to Richard 


1955 GRADUATES of the of course in boapital ore (front 
row, from left): Nothon age K. G. Taylor (associate director of the course), P. H. 
Pharozyn, Austin Ross Jr.. C. J. Ross, (back row, from left): S. R. Wickel, R. C. Taylor, J. L. 
Towers Jr., Dr. D. A. Hewitt and N. L. Roberts Jr. 


HOSPITALS 


Yay 


1955 GRADUATES of the University of Chicago course in hospital administration are (first 
row, from left): R. A. Walker, R. L. Durbin, L. N. Buckles, D. K. Bullens Jr.. Henry Veldman, 
{second row, from left}: R. D. Wittrup, R. D. Gifford, D. W. Clark, Dr. W. G. Ball, James 
Paton, (third row, from left): P. K. Reiman, R. L. Johnson [associate director of the 
program), Ray E. Brown (program director) and Sophie Zimmerman (program coérdinator). 


W. Blaisdell, administrator of Pen- 
insula Hospital, Burlingame, Calif. 

WICKEL, S. RICHARD, to Dr. W. 
W. Stadel, superintendent of the 
San Diego (Calif.) County General 
Hospital. 


NATHAN COOPER and Dr. D. A. 


HEWITT are also graduates of the 
program, but their administrative 
residencies have been waived be- 


cause of their long experience in 


the hospital field. 
UNIVERSITY OF CHICAGO 
Course director: Ray E. Brown 


BALL, DR. WARREN G., to Dr. G. 
Otis Whitecotton, medical director 
of Highland-Alameda County Hos- 
pital, Oakland, Calif. 

BUCKLES, LYLE N., to Hubert W. 
Hughes, administrator of General 
Rose Memorial Hospital, Denver. 

BULLENS JR., DENISON K., to 
George H. Buck, administrator of 
Nassau Hospital, Mineola, N. Y. 

CLARK, Davip W., to Stanley A. 
Ferguson, superintendent of Uni- 
versity Hospitals, Cleveland. 

DURBIN, RICHARD L., to Everett 
A. Johnson, superintendent of Me- 
thodist Hospital, Gary, Ind. 

GIFFORD, RICHARD D., to the 
Armed Forces. 

McINTYRE, JOHN M., to J. Milo 
Anderson, administrator of the 
Strong Memorial Hospital, Ro- 
chester, N. Y. 

PATON, JAMES, to Dr. Karl S. 
Klicka, administrator of Presbyter- 
ian Hospital, Chicago. | 

REIMAN, PHILLIP K.., to position 
_ aS assistant administrator of St. 
Luke’s Hospital, Saginaw, Mich. 

VELDMAN, HENRY, to Alexander 
. Harmon, superintendent of City 
Hospital, Cleveland. 

WALKER, RosBerT A., to Reid T. 
Holmes, administrator of North 
Carolina Baptist Hospital, Winston- 
Salem. 
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WITTRUP, RICHARD D., to position 
of administrative assistant of the 
University of Chicago Clinics. 


COLUMBIA UNIVERSITY 

(Residency began February 1.) 
Course director: Dr. E. Dwight Bar- 

nett 

ALEXANDER, RAYMOND, to Dr. 
Julien Priver, director of Sinai 
Hospital, Detroit. 

BEHRENS, JOHN, to Alfred E. 
Maffiy, administrator of Herrick 
Memorial Hospital, Berkeley, Calif. 

BERTOLAMI, JOSEPH, to Dr. C. C. 


- Hillman, executive director of 


Jackson Memorial Hospital, Miami, 
Fla. 4 

BRADLEY, DONALD, to Dr. George 
W. Graham, director of Ellis Hos- 
pital, Schenectady, N. Y. 

_ BROWER, FORREST, to George E. 
Cartmill, Jr., director of Harper 
Hospital, Detroit. 

Brown, DouG.Las, to Dr. Edward 
Kirsch, executive director of Le- 
banon Hospital, New York City. 

BROWNE, JACKSON, to Dr. Lucius 
R. Wilson, director of Episcopal 
Hospital, Philadelphia. 

*BROWNELLER, Dr. ELLSWORTH, 
to Dr. Robin C. Buerki, executive 
director of Henry Ford Hospital, 
Detroit. 

COLON-CRUZ, FRANCISCO, to Dr. 


Nathan Smith, medical superinten- 


dent of the Morrisania City Hospi- 


tal, New York City. 


DORNFELD, ROBERT, to Dr. Mar- 
tin Cherkasky, director of Monte- 
fiore Hospital, New York City. 

FAHEY, THOMAS, to Charles C. 


Stewart, administrator of Mercer 


Hospital, Trenton, N. J. 

* JACKSON, GEOFFREY, to Dr. Dean 
A. Clark, general director of Mas- 
sachusetts General Hospital, Bos- 
ton. 

KINNEY, ROBERT, to John W. 
Kauffman, administrator of the 
Princeton (N. J.) Hospital. 


*LasT, THEODORE, to Elizabeth C. 
Berrang, director of the Hospital of 
the University of Pennsylvania, 
Philadelphia. | 

McGINNIss, ALBERT, to Jacques 
Cousin, director of Oakwood Hos- 
pital, Dearborn, Mich. 

McNarr, JOHN, to Harold L. Hut- 
chins Jr., director of the Pittsfield 
(Mass.) General Hospital. 

McWILLIAMS, GorpDON, to Dr. T. 
Stewart Hamilton, director of the 
Hartford (Conn.) Hospital. 

MACK JR., FRANK, to Harry C. F. 
Gifford, administrator of the North 
Country Community Hospital, Glen 
Cove, Long Island, N. Y. | 

MICHELEN, Dr. Nazry, to Dr. 
Martin Cherkasky, director of 
Montefiore Hospital, New York 
City. 

MOo.LaRIs, BASIL, to Dr. Maxwell 
S. Frank, executive director of 
Beth Israel Hospital, New York 
City. 

NELSON, JOHN, to Vernon Stutz- 


man, administrator of Methodist ° 


Hospital of Brooklyn, N. Y. 

*PENDALL, RUDOLPH, to W. R. 
Cumerford, president of Cumer- 
ford, Inc. (fund raising organiza- 
tion), Kansas City, Mo. 

RATAJACK, ROBERT, to W. P. 
Geigenmuller, superintendent of 
Stanford University Hospital, San 
Francisco. 

RICHARDSON, Mrs. HELEN, to Dr. 
Nathan Smith, medical superinten- 
dent of Morrisania City Hospital, 
New York City. 

ROTHMAN, WILLIAM, to Dr. J. A. 
Katzive, executive director of Mai- 
monides Hospital of Brooklyn, N.Y. 

SAWYER, RICHARD, to Dr. John L. 
Wilson, medical officer in charge 
of the U. S. Public Health Service 
Hospital, Stapleton, Staten Island, 

*SHERBER, JOSEPH, to Dr. Henry 
N. Pratt, director of Society of the 
New York Hospital, New York City. 

STEWART, GREGORY, to William 
K. Klein, director of Long Island 
College Hospital, Brooklyn, N. Y. 

TREWHELLA JR., ARTHUR, to Dr. 
A. P. Merrill, superintendent of St. 
Barnabas Hospital for Chronic Dis- 
ease, New York City. 

Woop, ALAN, to A. Rosenberg, 
executive director of Hospital for 
Joint Diseases, New York City. 

WEINBERG, HOWARD, to Dr. Mar- 
tin R. Steinberg, director of Mount 
Sinai Hospital, New York City. 

*Administrative medicine students. 


DUKE HOSPITAL 


Seven students now are enrolled 
in the hospital administration pro- 
gram at Duke Hospital. These men 
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GRADUATES AND STUDENTS of the course in hospital administration at the University of 
Georgia, Atlanta Division, are (front row, from left): J. W. Singleton (student), J. W. Fetter- 
man, Margaret Bull, Mrs. C. C. Blossom, G. D. Shafe (student), H. V. Jobe, (back row, from 
left): Paul Magalian, L. R. Armstrong (student), J. G. Whelchel (student), V. P. Turnage 


(student) and W. J. Friday (student). 
spend the full two years at the 
hospital with the exception of a 
three-month tour of the hospitals 
of North and South Carolina under 
the sponsorship of the Duke En- 
dowment Hospital and Orphanage 
Section. 

The present members of the 
class are: Ewing Barnett, Leon 
Hisle, Ralph Jennings, H. Filmore 
Mabry, Donald C. McGrath, James 
A. McNab and Thomas Peters. 

The following men have gradu- 
ated from the program since the 
last list of administrative residents 
was published: 

ECHEVERRI, HUMBERTO, now as- 
sistant director of Hospital San 
Vincente-DePaul, Medellin, Col- 
ombia, S. A. 

MALIK, ALBERT, now a member 
of the U. S. Air Force. 


OcLessy, D. KIRK, now assistant 


administrator of Blount Memorial 
Hospital, Maryville, Tenn. 
TAYLOR, WILLIAM A.., now assis- 
tant administrator of Children’s 
Hospital, Cincinnati, Ohio. 


UNIVERSITY OF GEORGIA 
ATLANTA DIVISION 


Course director: Henry C. Pepper 


This certificate course in hospital 
administration covers a period of 


seated, from 


nine months of academic instruc- 
tion at the Atlanta Division of the 
University of Georgia in Atlanta 
and 27 weeks of field experience in 
one or more smaller hospitals out- 
side Atlanta. 

This instruction is primarily for 
the preparation of persons who will 
administer smaller hospitals, 100 
beds or less. Practically all of the 


students have had one year or more. 


of previous experience before they 
enter the course. | 
Sometimes it is unnecessary to 
require additional hospital experi- 
ence from the student upon com- 
pletion of his academic work. An 
evaluation committee carefully ex- 


amines the experience of each stu- 


dent to determine the amount of 


additional practical hospital ex- 


perience that shall be required be- 
fore a certificate is granted. 

The following persons have com- 
pleted the required academic work 
and are now securing their prac- 
tical training in hospital work or 
will begin this training as of July 1: 

BLossoM, R.N., Mrs. Cora C., to 
A. A. Rosser, administrator of 
Glynn-Brunswick Memorial Hos- 
pital, Brunswick, Ga. 

BULL, R.N., MARGARET, to Wayne 
B. Foster, administrator of Holzer 
Clinic-Hospital, Gallipolis, Ohio. 


GRADUATES in hospital administration from the State University of lowa this year are 
left): A. G. Farley, Gerhard Hartman, Ph.D. (course director), T. D 
standing, from left): J. R. Mol, H. H. Newkirk, G. K. Devine, R. A. Schuster, W. D. Barry, 


W. A. Werdel, J. R. Shepard and H. T. Hover Jr. 
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. Emel, 


FETTERMAN, JAMES W., to Oscar - 
S. Hilliard, administrator of Tri- 
County Hospital, Fort Oglethorpe, 
Ga. | 
Jose, Harry V., to Eugene F. 
Gibson Jr., administrator of War- 
ren A. Candler Hospital, Savannah, 
Ga. 

Because of prior experience as 
an hospital administrator, further 
training was waived for Lewis E. 
BaTEs (two years). 

Partial credit was allowed for 
previous hospital experience in the 
case of the following students. The 
additional experience was secured 
as follows: 

BATCHELOR, VIRGIL R., to Eugene | 
F. Gibson Jr., administrator of the 
Warren A. Candler Hospital, Sa- 
vannah, Ga. 7 

BURKETT, JOHN H., to James Y. 
Bowen, administrator of the Griffin- 
Spalding County Hospital, Griffin, 
Ga. 
FULLER, Mrs. CARRIE, to M. L. 
Wear, administrator of the Ken- > 
nestone Hospital, Marietta, Ga. 

FURLOW, WILLIAM L., to James 
E. Pollard, director of the Fish Me- 
morial Hospital, DeLand, Fla. 

JEFFERS, ASAHEL H., to T. W. 


Newland, administrator of the 


Athens (Ga.) General Hospital. 

MAGALIAN, PAUL, to M. L. Wear, 
administrator of the Kennestone 
Hospital, Marietta, Ga. 

MITCHELL, BERNARD A., to James 
Y. Bowen, administrator of the 
Griffin-Spalding County Hospital, 
Griffin, Ga. 

PASCHALL, JAMES E., to M. L. 


Wear, administrator of the Kenne- 


stone Hospital, Marietta, Ga. 

PETTER, THOMAS R., to M. L. 
Wear, administrator of the Kenne- 
stone Hospital, Marietta, Ga. 


STATE UNIVERSITY OF IOWA 
Course director: Gerhard Hartman 


BarRRY, WILLIAM D., to L. S. 
Doyle, director of the Galesburg 
(Ill) Clinic. 

Devine, GeorGE K., to Leonard 
W. Hamblin, administrator of Dea- 
coness Hospital, Freeport, 

EMEL, THOMAS D., to W. Burdell 


Baker, director of the Wichita 


(Kans.) Clinic. 

FARLEY, ALLEN G., to Vernon T. 
Spry, administrator of the Asbury 
Methodist Hospital, Minneapolis. 

HAVER JR., Harry T., to John F. 
Latcham, administrator of Trum- 


- bull Memorial Hospital, Warren, 


Ohio. 

MoL, JAMES R., to Paul R. Han- 
son, administrator of Emanuel Hos- 
pital, Portland, Ore. : 


HOSPITALS 
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NEWKIRK, HARLAN H., to Robert 
G. Boyd, director of the Morristown 
(N. J.) Memorial Hospital. |. 

SCHUSTER, ROBERT A., to Ross J. 
_ Ferrar, director of the Beverly Hills 
(Calif.) Clinic. 

SHEPARD, JOHN R., to 
Hartman, superintendent of the 


State University of Iowa Hospitals, 


Iowa City. 

WERDEL, WILLIAM A.., to Dr. Le- 
land E.. Stilwell, manager of the 
Veterans Administration Hospital, 
Iowa City. 


UNIVERSITY OF MINNESOTA 
Course director: James A. Hamilton 


ANDERSON, ALLAN C., to Marie J. 
Doud, administrator of Highland 
Hospital, Rochester, N. Y. 

BREDESON, BruUCE E., to Robert 
A. Molgren, administrator of the 
University of Kansas Medical Cen- 
ter, Kansas City, Kans. 

CAVEN, CHARLES E., to Dr. Ben- 
jamin W. Mandelstam, administra- 
tor of Mount Sinai Hospital, Min- 
neapolis. 

CREIGHTON, JOHN E., to Boone 
Powell, administrator of Baylor 
University Hospital, Dallas, Tex. 

CURRAN, ROBERT G., to Dr. Rus- 
sell A. Nelson, director of Johns 
Hopkins Hospital, Baltimore. 

DERZON, ROBERT A., to O. G. 
Pratt, . administrator of Rhode 
Island Hospital, Providence. 

Diccs, WALTER W., to Carl C. 
Lamley, administrator of the Stor- 
mont-Vail Hospitals, Topeka, Kans. 

ECKFELD, FREDERICK J., to Arden 
E. Hardgrove, administrator of the 
Norton Memorial Infirmary, Louis- 
ville. 

FoRE, ROBERT E., to Frank S. 
Groner, administrator of Baptist 
Memorial Hospital, Memphis. 

HOLCOMB, ROBERT G., to W. P. 
Earngey Jr., administrator of Har- 
ris Hospital, Fort Worth, Tex. 

HOLMAN, ERNEST, to Carl N. Pla- 
tou, administrator of Fairview Hos- 
pital, Minneapolis. 

INGHRAM, RuTH H., to J. Milo 
Anderson, administrator of Strong 
Memorial Hospital, Rochester, N. Y. 

McGLyYNN, ROBERT L., to Richard 
W. Trenkner, administrator of the 
Memorial Hospital of South Bend, 
Ind. 

MITCHELL, GLENN R., to Ray Am- 
berg, director of the University of 
Minnesota Hospitals, Minneapolis. 

MountT Jr., Guy, to William N. 
Wallace, administrator of the 
Charles T. Miller Hospital, St. 

NEWBERG, PHILLIP C., to Ray- 
mond K. Swanson, superintendent 
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100 Bed Hospital servicing — 


Over twenty-three hours of “emergency” operation have already been . 
credited to this 15 KW U. S. engine-generator in the Waupun Memorial 
Hospital, since July 1951. 


Should additional storms threaten staff or patients this dependable U. S. 
Unit will start automatically and carry the emergency load. 


When deciding on a stand-by unit — select a U. S. engine-generator. 
There are over 300 models with a power range from 1% to 300 KW using 
gas, gasoline or diesel fuel. 


Write for complete information. There is a United States 
Motors representative near you 


UNITED STATES 
MOTORS CORPORATION 
336 Nebraska Street, Oshkosh, Wisconsin 
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(first row, from left}: R. R 


MEMBERS of the 1955 class in hospital administration at the University of Minnesota cre 
Vevle, R. A. Wagner, W. W. Diggs, R. G. Curran, A. C. Ander- 


son, J. J. Quinn, R. E. Fore, W. E. Salovich, R. G. Holcomb, (second row, from left): J. E. 
Creighton, P. C. Newberg, R. A. Derzon, G. R. Mitchell, F. J. Eckfeld, R. L. McGlynn, 
P. W. Samson, John Rollins, (third row, from left): C. E. Caven, Guy Mount Jr., Ernest 
Holman, R. H. Inghram, J. A. Hamilton (course director), Dr. G. W. Anderson (director, 
School of Public Health), J. W. Stephan [associote director of the course), A. G. Hennings 


(instructor), B. E. Bredeson and R. L. Olsen. 


of Swedish Hospital, Minneapolis. 

OLSEN, RICHARD L., to Leon Hick- 
ernell, director of the Vancouver 
(B. C.) General Hospital. 

Quinn, JOHN J., to David E. Ols- 
son, administrator of the San Jose 
(Calif.) Hospital. 

ROLLINS, JOHN, to Merton E. 
Knisley, administrator of St. Luke’s 
Hospital, Milwaukee, Wis. 

SALOVICH, WALLACE E., to Robert 
W. Bachmeyer, administrator of St. 
Barnabas Hospital, Minneapolis. 

SAMSON, PATRICK W., to Richard 
K. Fox, assistant administrator of 
St. Luke’s Hospital, Duluth, Minn. 

VEVLE, RICHARD R., to Frank R. 
Briggs, administrator of Abbott 
Hospital, Minneapolis. 

WAGNER, RICHARD A., to Miriam 
Curtis, superintendent of the Syra- 
cuse (N. Y.) Memorial Hospital. 


NORTHWESTERN UNIVERSITY 
Course director: Dr. Charles U. Le- 


tourneau 


BINNIG, RICHARD FREDERICK, to 
Raymond F. Hosford, director of 
Lankenau, Hospital, Philadelphia. 

BrRANDOW, ROBERT HAROLD, to 
George R. Wren, director of Ault- 
man Hospital, Canton, Ohio. 

CARSNER, LEO DALE, to William 
S. Brines, director of Newton-Wel- 


lesley Hospital, Newton Lower 
Falls,: Mass. 

DEAN, ROBERT KELLY, to Anthony 
S. Dickens, executive director of 


the Springfield (Ohio) City Hos-_ 


pital. 

DeVos, MARY CATHERINE, to 
Harold J. Pilon, administrator of 
St. Luke’s Hospital, St. Paul, Minn. 

DREWA, MARCUS EGBERT, to Law- 
rence R. Payne, administrator. of 
Baptist Memorial Hospital, Jack- 
sonville, Fla. 

DuTEL, LAWRENCE JOSEPH, to 
Matthew F. McNulty Jr., adminis- 
trator of University Hospital and 
Hillman Clinic, Birmingham, Ala. 

ERICKSON, Roy FREDERICK, to 
Leon C. Pullen Jr., administrator 
of the Decatur and Macon County 
Hospital, Decatur, II]. 

FARLEY, JAMES T., to Leo M. 
Lyons, director of St. Luke’s Hos- 
pital, Chicago. 

FAWLEY, IVAN LEE, to Alfred E. 
Maffly, administrator of Herrick 
Memorial Hospital, Berkeley, 
Calif. 

GENTILE, PETER JAMES, to Robert 
M. Jones, administrator of the 
Waukesha (Wis.) Memorial Hos- 
pital. 

GERARD, RICHARD WALTER, to Dr. 
R. B. Crawford, superintendent of 
the Lakewood (Ohio) Hospital. 


NORTHWESTERN University graduates in hospital administration this year are (first row, 


from left): G. L. Ragie. E. B. Haire, F. H. Sherer, D. M. Hippenstee!, L. J. Dutel, M. C. 


DeVos, (second row, 


om left): M. E. Drewo, E. D. Grout, R. K. Dean, K. J. Shouldice, H. B. 


Gibson, R. F. Binnig, R. F. Erickson, L. D. Carsner, J. D. McGee, R. W. Gerard, |. L. Faw- 
ley, R. E. Moore, {third row, from left): W. T. Morrow, W. E. Jones, G. L. O'Hara, R. H. 
Brandow, Milton Socks, W. V. Mays, J. W. Wegner, M. D. Rasmussen, R. J. Kanoff and 
P. J. Gentile. 
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Grsson, HarpInc B., to Dr. R. H. 
Hutcheson, Commissioner of Public 
Health, State of Tennessee, Nash- 
ville. 

Grout, E. Dean, to Bryce L. 
Twitty, administrator of Hillcrest 
Medical Center, Tulsa, Okla. 

Gunn, AUGUSTINE MARIE, to Bob 
Byrne, administrator of Providence 
Memorial Hospital, El Paso, Tex. 

HAIRE, EDGAR BENNETT, to Dr. 
Robert R. Cadmus, director of the 
North Carolina Memorial Hospital, 
Chapel Hill. 

HIPPENSTEEL, DONALD Morris, to 
Jack A. L. Hahn, superintendent of 
Methodist Hospital, Indianapolis, 
Ind. 

JONES, WILLIAM ELLIOTT, to S. 
A. Ruskjer, deputy director for 
Louisville and Jefferson County in 


- charge of hospitals and administra- 


tor of Waverly Hills (Ky.) Tuber- 
culosis Sanitorium. 


KANOFF, RAYMOND JOSEPH, to | 


Robert F. Bilstein, administrator of 
the Bismarck (N. Dak.) Hospital. 

LAWLER, EDMUND GRIFFIN, to 
Leo M. Lyons, director of St. Luke’s 
Hospital, Chicago. 
- McGee, JOSEPH Duroc, to S. A. 
Ruskjer, deputy director for Louis- 
ville and Jefferson County in 
charge of hospitals and administra- 
tor of the Waverly Hills (Ky.) Tu- 
berculosis Sanitorium. 

MAyYs, WILLIAM VICK, to Albert 
H. Scheidt, administrator of Park- 


- land Hospital, Dallas, Tex. 


Moore, ROBERT EDSEL, unas- 
signed. 

Morrow, W. to Ray- 
mond C. Wilson, administrator of 
Southern Baptist Hospital, New 
Orleans. 

O’HARA, GERALD LORRAINE, to 
David A. Endres, superintendent of 
the Youngstown (Ohio) Hospital. 

RADIN, GARNETT LUNSFORD, to 
Dr. C. C. Hillman, executive direc- 
tor of Jackson Memorial Hospital, 
Miami, Fla. 

RASMUSSEN, MILTON DALE, to 
Dr. A. C. Kerlikowske, director of 
University Hospital, Ann Arbor, 
Mich. 

SACKS, MILTON, to Robert E. 


Wallace, superintendent of the | 


Dixon (Ill.) State School. 

SELLERS, RICHARD WAYNE, to Leo 
M. Lyons, director of St. Luke’s 
Hospital, Chicago. 

SHERER, FRANK H., to E. J. Shea, 
administrator of Indiana Univer- 
sity Medical Center, Indianapolis. 

SHOULDICE, KENNETH JAMES, to 
John W. Rankin, director of the 


Milwaukee (Wis.) County Institu- | 


tions and Departments. 
SINGER, CALVIN CLAYTON, to Leo 
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M. Lyons, director of St. Luke’s | 


Hospital, Chicago. 

STRUBE, PAUL WILLIAM, to Frank 
-L. Unzicker, director of Memorial 
Hospital of Du Page County, Elm- 
hurst, Il. 


WEGNER, JAMES WILLIS, to Paul . 


C. Elliott, administrator of Presby- 


terian Hospital-Olmsted Memorial, 


Los Angeles, Calif. 


Appoint R. D. Layng 
To Montana Hospital Post 


Robert D. Layng of St. Vincent 
Hospital, Billings, Mont., has. been 
appointed executive secretary of 
the Montana Hospital Association. 
Mr. Layng succeeds Conna G.:May, 
who recently resigned due to the 
pressure of other business. 

Mr. Layng will serve in his new 
position until the annual meeting 
_ in October, at which time a more 
permanent arrangement will be 
made. All communications should 
be sent to Mr. Layng at St. Vin- 
cent Hospital, 2915 12th Ave. N., 
Billings, Mont. 


NEW CONSTRUCTION 


Beginning with this issue of 
HOSPITALS, a listing of hospital 
construction projects, expansion 
programs and dedications will be 


included in the news section of the 


Journal. 
CALIFORNIA 

San Francisco— The first major 
units of a $50 million center for 
teaching and research in the 
health sciences on the University 
of California campuses were de- 
dicated March 18. The facilities in- 
clude the 15-story, 500-bed, Her- 
bert C. Moffitt Hospital and a 14- 
story, Medical Sciences Building. 


NEW YORK 

New York City—A T-shaped, six- 
story Medical Science Building 
was dedicated at the New York 
University-Bellevue Medical Cen- 
ter on June 2. Built at a cost of 
approximately $10 million, the 
building provides classrooms and 
teaching laboratories for all de- 
partments of the center’s two 
schools, the College of Medicine 
and Postgraduate Medical School. 

New York City—The Bronx Hospi- 
tal dedicated its new $800,000, 
two-story, Louis Altschul Labora- 
tory Building on May 15. 


PENNSYLVANIA 
Lehighton — The four-year-old 
Gnaden Huetten Memorial Hospi- 
tal is readying expansion plans for 
a two-story, 46-bed addition. 
Reading — Dedication ceremonies 
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for semi-private rooms, wards, 
recovery rooms, etc. 


HILL-ROM 
NEAR-CEILING 


| 


. 
— ges Comp pinay 
For years, Hill-Rom Perfected Screening has been preferred by hospital 
officials because of its ease of installation, minimum maintenance costs 
and worries. Doctors and nurses like Perfected Screening because of its 
smooth, quiet operation and the fact that there are no floor obstructions 
to interfere with their work. 

Hill-Rom “‘Near-Ceiling’”’ Screening, as the name implies, permits the 
installation of the track close to the ceiling, out of the normal range of 
vision and quite inconspicuous when the curtains are not in use. Even 
for older buildings with high ceilings, standard units of Near-Ceiling 
Screening are available with longer support rods to compensate for the 
extra ceiling height. 3 

For new construction—or where remodeling is being done—Hill-Rom 
Ceiling-Recessed Screening provides for insertion of the track directly 
in the ceiling, with no ceiling rods or wall brackets required. 

A new booklet giving complete information on both types of Perfected 
Screening will be sent on request. 


HILL-ROM COMPANY, INC. « BATESVILLE, IND. 


easily installed, quict 
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were held at the Reading Hospital 
on May 15 to mark the completion 
of the hospital’s new one million 
dollar Food Service Building and 
Building “A” for medical and sur- 
gical patients. Special features of 
the food service unit include an 
employee cafeteria, butcher shop, 
garbage disposal units and a pro- 
duction-line type of tray assembly 
for patients. The 173-bed patient 
building features semi-private 
room accommodations. 


WASHINGTON 
Tacome—The recently dedicated 
Mary Bridge Children’s Hospital 
was built at a cost of $800,000. It 


has a bed capacity of 40 with an. 


unfinished third floor for future 
expansion to 100 beds. 


Nine Hospital Grou 
Elect, Install New cers 


Nine state and provincial hospi- 
tal associations recently held their 
annual meetings and elected or in- 
stalled the following new officers: 

Arkansas: President, Carlos J. R. 
Smith, administrator of the Helena 
(Ark.) Hospital; president-elect, 
G. L. Crutchfield, administrator of 
the Ouachita County Hospital, 
Camden; executive secretary, Rick 
Campbell, 601 Gaines, Little Rock, 
and treasurer, Richard F. Scruggs, 
administrator of the Crittenden 


Memorial Hospital, West Memphis. . 


lowa: President, Sister Mary 
Maura, administrator, Mercy Hos- 
pital, Cedar Rapids; president- 
elect, F. A. Hanson, administrator, 


SS 


Strict and consistent accuracy in the measurement of bloodpressure is 
difficult to achieve at best. If just one possibility for compounding error can 
be eliminated, why not? 

The mercury displacement principle in sphygmomanometry excludes the 
possibility of functional error in the instrument itself. It does not depend on 
the elasticity of metal, which varies, or on moving parts, which wear. Its action 
is governed solely by gravity—the most constant and on ig force known. 
As such, it provides the standard against which other types 
of manometers must be calibrated and checked when their 
accuracy is in doubt. 

The W. A. Baum Company has specialized in the man- 
ufacture of true mercury-gravity manometers—and nothing 
but true mercury-gravity manometers — since 1916. In so 
doing, we realize that precise accuracy in instrument func- 
tion may not be as important in some cases as in others. But 
is there any good argument against it? 
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Iowa Lutheran Hospital, Des 
Moines; first vice president, James 
A. Anderson, assistant superinten- 
dent, Lutheran Hospital of Fort 
Dodge; second vice president, 
Anne L. Lachner, director, Divi- 
sion of Public Relations, Hospital 
Service, Inc. of Iowa, Des Moines, 
and treasurer, Richard G Schrei- 


ber, administrator, Ottumwa 


(Iowa) Hospital. 

Louisiana: President, Raymond 
Wilson, Southern Baptist Hospital, 
New Orleans; president-elect, Her- 
man L. Herold, administrator, 
North Louisiana Sanitarium, 
Shreveport, and vice president, 
Sister Carlos, R.N., administrator, 
Hotel Dieu, New Orleans. 


Maine: President, Neil H. Bunker, 
administrator of the Mount Desert 
Island Hospital, Bar Harbor; presi- 
dent-elect, Lawrence M. McDou- 
gall, administrative assistant at the 


Eastern Maine General Hospital, 


Bangor; secretary, Matthew I. Bar- 
ron, director of the Portland 
(Maine) City Hospital, and treas- 
urer, Sister Mary Mercy, assistant 
administrator of Mercy Hospital, 
Portland. 

Maritime Hospital Association: 
President, R. H. Stocker, adminis- 
trator of Western Memorial Hospi- 
tal, Corner Brook, N. F., and secre- 
tary-treasurer, Gladys M. Porter, 
45 Prospect Ave., Kentville, N. S. 


Massachusetts: President, Dr. Guy 
W.. Brugler, administrator of the 
Children’s Medical Center, Boston; 
president-elect, Dan Traner, ad- 
ministrator of the Lynn (Mass.) 
Hospital, and treasurer, Georgie 
M. Boulter, R.N., administrator of 
New England Baptist - Hospital, 
Boston. 

New Jersey: President, John W. 
Kauffman, administrator of the 
Princeton (N. J.) Hospital; presi- 
dent-elect, Cora E. Gould, admin- 
istrator of the New Jersey Ortho- 
paedic Hospital, Orange; first vice 


_ president, Ralph E. Vannozzi, ad- 


ministrator of the Bridgeton (N. J.) 
Hospital; executive director, J. 
Harold Johnston, 506 E. State St., 
Trenton, and treasurer, Dr. Abram 
L. Van Horn, medical director of 
the Kate Macy Ladd Convalescent 
Home, Far Hills, N. J. 

New York: President, Dr. Thomas 
Hale Jr., director of the Albany 
(N. Y.) Hospital; first vice presi- 
dent, Dr. Ambrose P. Merrill, di- 
rector of St. Barnabas Hospital for 


Chronic Diseases, New York City; 


second vice president, Lawrence 
J. Bradley, director of the Gene- 
see Hospital, Rochester; secretary, 
Carlton B. Shannon, administrator 
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of the House of the Good Samari- 
tan Hospital, Watertown, and treas- 
urer, Moir P. Tanner, director of 
Children’s Hospital, Buffalo, N. Y. 
North Dakota: President, Sister 
M. Paul, R. N., director, St. Alexius 
Hospital, Bismarck; 
elect, Leonard H. Egstrom, admin- 
istrator,,Grand Forks (N. Dak.) 
Deaconess Hospital; vice president, 
Sister M. Elenius, secretary, St. 
Joseph Hospital, Minot; executive 
secretary, Gene S. Bakke, 114% 
Roberts St., Fargo, and treasurer, 
S. J. Berhow, administrator, Good 
Samaritan Hospital, Williston. 
Pennsylvania: President, George 
A. Hay, administrator of the Hos- 
pital of the Woman’s Medical Col- 
lege of Pennsylvania, Philadelphia; 
first vice president, C. Robert 


Youngquist, administrator of the | 


Sharon (Pa.) General Hospital; 
second vice president, James C. 


Kirk, administrator of the Potts- - 


ville (Pa.) Hospital; executive sec- 
retary, John F. Worman, 610 N. 
Third St., Harrisburg, and treas- 
urer, Joseph W. Bishop, adminis- 
trator of the Hahnemann Hospital, 
Scranton. 


president-_ 


Tennessee: President, Frank S. 


Groner, administrator of the Bap- 
tist Memorial Hospital, Memphis; 
president-elect, John H. Tallmadge, 
administrator of Presbyterian Hos- 


pital, Knoxville; first vice presi- — 


dent, Edgar H. Stohler, administra- 
tor of Memorial Hospital, Johnson 
City; second vice president, Sister 
Marie Victoria, administrator of 


-Memorial Hospital, Chattanooga; 
executive secretary, Henry H. Mil- 


lier, P. O. Box 767, Nashville 2, 
and treasurer, James E. Ferguson, 
administrator of the University of 
Tennessee Memorial Research Cen- 
ter and Hospital, Knoxville. 


Area Hospital Groups 
Name New Officers 


The recently elected officers of 
the Boston and Philadelphia Hos- 
pital Councils and the Greater 
New York Hospital Association in- 
clude: 

Hospital Council of Metropolitan 
Boston: President, S. Robert Stone, 
trustee, Beth Israel Hospital, Bos- 
ton; vice president, Dr. Samuel H. 
Proger, president, New England 


Center Hospital, Boston; vice pres- 
ident, John R. Quarles, president, 
Boston Lying-In Hospital, and ex- 
ecutive director, Dr. A. L. Frechet- 
te, 14 Somerset St., Boston 8. 

Hospital Council of Philadelphia: 
Chairman, J. Hamilton Cheston, 
board member, Woman’s Medical 
College; vice chairman, Walter B. 
Gibbons, board member, Miseri- 
cordia and Wills Eye Hospitals; 
vice chairman, Jerome Bennett, 
board member, Albert Einstein 
Medical Center; secretary, Charles 
J. Seltzer Jr., 2210 Packard Blidg., 
Philadelphia 2, and treasurer, 
Paul W. Sutro, board member, 
Northeastern Hospital. 

Greater New York Hospital Asso- 
ciation: President, Alex E. Norton, 
superintendent, New Rochelle (N. 
Y.) Hospital; president-elect, Dr. 
Lloyd H. Gaston, executive direc- 
tor, St. Luke’s Hospital, New York 
City; vice president, Dr. William 
A. Kelly, director, Mount Vernon 
(N. Y.) Hospital; secretary, Fred 
K. Fish, director, Lutheran Hos- 
pital of Brooklyn, and treasurer, 
Louis Miller, director, Jewish Me- 
morial Hospital, New York City. 
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LOCAL PLAN PR PROJECTS— 


Important Links in Advertising Program 


(Editor’s Note: The following story on the public relations activities of the 
local Blue Cross Plans was prepared especially for HOSPITALS by the public 
relations department of the Blue Cross Commission.) 


While national advertising will 
bring the Blue Cross and Blue 
Shield story to an estimated 70 
million persons during the coming 
year, the program’s total strength 
depends on the local Plans’ con- 
tinued educational activities. 

National advertising has as a 
major purpose for Blue Cross and 
Blue Shield Plans the creation of 
an “umbrella” under which each 
Plan’s program of public education 
will be more effective. 

Before 1954 and the beginning 
of national advertising, each Blue 
- Cross and Blue Shield Plan con- 
ducted its own educational and 
promotional programs. Although 
millions of people became familiar 
with the Blue Cross and Blue 
Shield symbols and names through 
Plans’ individual efforts, one ele- 
ment was largely missing—namely, 


identification of the local Plans as | 
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part of a large national program. 

The 1955-56 advertising cam- 
paign through mass media maga- 
zines is expected to achieve in the 
minds of readers recognition of 
Blue Cross and Blue Shield as the 
nation’s largest, voluntary, non- 
profit, health and medical-surgical 
care prepayment plans. The local 
Plans meanwhile will be capitaliz- 
ing on that national recognition by 
continuing their individual public 
relations program. 


PROMOTION METHODS 


_ What are some of those pro- 
grams? They vary with the size 
of Plans and the consequent 
budget each Plan has for promo- 
tional and educational work. But 
each Plan, despite its size, has 
some areas of public education 
that must be met regularly. 


BLUE 


All Plans, for instance, keep 


their members informed on rate 


and benefit changes, policy changes 
affecting the subscribers, payment 
dates and the yearly progress of 
the Plan itself. Newspaper stories, 
brochures, direct mail pieces to 
subscribers, stuffers in pay envel- 
opes and items in industrial maga- 
zines are methods Plans use to 
keep their members aware of such 
items. 

Most Plans’ public relations de- 
partments also work with the en- 
rollment department in reaching 
new members. Announcements of 
open enrollment periods or special 
nongroup enrollments are pre- 
sented to the public in the Plan’s 
area by special pieces of literature 
prepared by the Plan’s public re- 
lations department. 

In addition to the general pro- 
gram, most Plans strive for pub- 
licity on special events. This year 
—the 25th anniversary year of the 
Blue Cross idea—most Blue Cross 
and Blue Shield Plans are tying 
in the anniversary of their Plan 
with the national celebration. 
Throughout the country, Blue 
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Cross and Blue Shield Plans are 
having anniversary banquets or 


special open houses in hospitals. 


Several Plans have feted the first 
baby paid for under the Plan’s 
maternity benefits as er of the 
celebration. 


EXCHANGE OF IDEAS 

In recent years, there have been 
more and more attempts in helping 
Plans to exchange ideas for pro- 
motional and educational mate- 
rials and for public relations in the 
community. 

Each Plan, for inaianiil: regu- 
larly sends the latest material it 


has prepared to the Blue Cross 
Commission. The best of the ma- 
terials are gathered together into 
regular promotional mailings to 
the Plans. From the promotional 
mailings, each Plan has the op- 
portunity to see how other Plans 
handled specific items, such as en- 
rollment brochures or rate and 


benefit change information. 


A public relations and enroll- 
ment institute is held annually in 
Chicago for the interchange of 
ideas and the discussion of prob- 
lems common to all Plans. Awards 
are presented during the confer- 


problem: 


eliminate late charges, 
increase efficiency 


solution: Ww Form 


COMMUNICATION SYSTEMS 


Today hospitals all over the country are increasing efficiency, reduc- 
ing personnel and eliminating late charges with a TelAutograph® 
‘Instan-Form’' Communication System. 

Now, by placing TelAutograph transceivers in key departments... 


X-Ray ... Lab... Operating Room.. 


. Pharmacy ...etc., costs are 


instantly telescribed on a preprinted business form to a TelAutograph 
receiver in the Business Office. Here the ‘Instan-Form’ is removed from 
the receiver and placed in the patient's file. These ‘Instan-Form’ Charge 
Reports keep all stateraents up to the minute. Now, when a patient is 
ready for discharge, his total bill is ready. There’s never the embarrass- 
ment and annoyance of a late charge. | 


‘Instan-Forms’ in hospitals: 


@ Provide instant transmission of information, accurately, silently 
@ Reduce time-consuming phone calls, personnel contact 


@ Eliminate messenger service 


e Establish permanent records 


@ Prevent oral misunderstandings, copying errors 
@ Increase personnel efficiency, patient goodwill 


bye hospital will benefit from TelAutograph: 

system that instantly 
and ultaneously transmits handwritten 
messages to one or more selected stations. For 
free literature on TelAutograph installations 
for hospitals, write Dept. H-s7. 
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ence to Plans whose public rela- 
tions work during the year has 
been outstanding. 


TELEVISION PROGRAMS 


Public relations on the local 
Plan level is expanding rapidly in 
terms of creativity and effective- 
ness. Some of the larger Plans, for 
instance, are sponsoring weekly 
television programs. The Cincin- 
nati Blue Cross Plan recently was 
presented the Health Education 
Council of the Cincinnati Public 
Health Federation’s health award 
for the best local television pro- 
gram for 1954. The Cincinnati 
Plan produced ten television pro- 
grams in a TV series, with one 
called “‘The Miracle of Birth” win- 
ning the award. 

Other Plans also have won na- 
tional awards for outstanding 
work in the public relations field. 
The Philadelphia Plan, for ex- 
ample, has been honored in the 
past years by the American Public 
Relations Association. 

Some promotional campaigns of 
the individual Plans have become 
nationwide in scope. Last Decem- 
ber the Minnesota Blue Cross Plan 
offered the public reflective Blue 
Cross and Blue Shield emblems 
for automobile bumpers. The cam- 
paign was so effective—more than 
25,800 emblems were distributed 
in a few weeks—that all Blue 
Cross and Blue Shield Plans now 
can order reflective emblems from 
the Blue Cross and Blue Shield 
Commission headquarters for local 
use. 

Local Blue Cross Plans are serv- 
ing a public totaling more than 48 
million persons. Blue Shield Plans’ 


_ public relations reaches out to more 


than 32 million people. Plans are 
serving a large segment of the 
population through their local pro- 
grams. Coordinated with the na- 
tional advertising program, Blue 
Cross and Blue Shield Plans are 
looking forward to growing suc- 
cess in presenting their story to . 
the public. 


Settle Infringement Suits 
In Texas and Mississippi 


John W. Castellucci, executive 
director of Blue Shield Medical 
Care Plans, has announced that the 
recently-tried infringement suits 
in Texas and Mississippi, involving 
the well-known Blue Shield serv- 
ice mark and shield symbol, have 
been settled. The validity of the 
Blue Shield service marks has been 
recognized. 

The defendants, who were using 
blue seal and white seal, have each 
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‘| Barnstead model SMQ-15V 
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Tue CONTENTS of this flask drain directly into the human 
bloodstream so safely, so surely that it scarcely requires a 
second thought. That’s because Barnstead Stills consistently 
produce pyrogen-free water of the highest purity. Hospitals the 


world over depend upon the safety, economy and versatility 
of Barnstead Water Stills in the making of their own intra- 


venous, irrigatory, and urological fluids. 


Put Barnstead Pure Water — the world’s standard since 1878 


— to work in your hospital. Get the complete eficiency and | 


reliability of modern, foolproof Barnstead Stills. Get too, the 


savings Barnstead equipment brings: lower first cost, lower 


bd 
MORE THAN 60,000 
im BARNSTEAD INSTALLATIONS 
NOW IN USE | 


Steam-heated Water Still with distilled-water stor- operating cost, negligible maintenance costs. Among the more 
age tank, Capacity, 15 gallons per hour. Equipped than 60,000 users of Barnstead Water Stills are the Mayo 
with demountable-type condenser, Spanish Prison. 
Baffle, constant-bleeder device and easy-clean Clinic, Rochester; Mt. Sinai Hospital, New York; U of C Med- 
evaporator. Compact wall-mounted unit. Mounts 
above counter in space only 48° wide, incladins ical Center, San Francisco; and many other great hospitals — 
space for 12-gallon storage tank. Provides 507% that depend on Barnstead — for all pure-water needs! 
more distilled water producing capacity at very | 
low cost. | 

27 Lanesville Terrace 


arnst@ad 


STILL & STERILIZER CO. Boston 31, Mass. 


First in Pure Water Since 


| 
4 
— 
: 
| 
| 
} 
j \ 
ast 
> 
an 
. ‘ 4 
4 Jp . 
‘ 
~ 
~ 
; 
: 
& } 5 
” 


agreed to stop immediately any 
further preparation of sales mate- 
rial, or advertising of any kind, 
using these marks. Details of the 
settlement are set out in agree- 
ments filed with the U. S. District 
Courts in Austin, Tex., and in Jack- 
son, Miss., where the cases were 
tried. 


Record Enroliment Gains 
For First Quarter of ‘55 


Record enrollment gains were 
reached by Blue Cross Plans for 
hospital care cost protection and 
Blue Shield Plans for medical- 


surgical care during the first three 
months of 1955. 

Enrollment gains of 872,334 dur- 
ing the first quarter of 1955 by the 
86 Blue Cross Plans of the United 
States, Canada, and Puerto Rico 
were the highest since 1950. 


The 77 Blue Shield Plans of the > 


United States, Canada, Puerto Rico 
and Hawaii gained 1,016,206 new 
members, the highest first quarter 
growth in Blue Shield history. 

Blue Cross membership as of 
March 31, 1955 was 48,475,375 
persons. Blue Shield membership 
was 32,505,229 people. 


Draw-String Bags Are 


@ NO KNOTS TO UNTIE 


NO GROMMETS TO 
TEAR LOOSE 


@ NO ACCIDENTAL 
SPILLING | 


Draw-string laundry bags are costing you hundreds of 
dollars every year in repair work and in time lost tying 
and untying knots, untangling ropes from the wash 
wheel and dryer, and in picking up wash that has spilled 
out because of insecure knots. 

The new Self-Closing Ropeless Bags eliminate all of these 
time and money wasting problems and provide a safety 
factor in the elimination of possible casualties with ropes 
in the Mental and Nervous Disorder sections of hospitals. 
This convenient, uniquely designed bag closes and emp- 
ties faster than a draw-string bag. Made to fit your 


flop and grasp the eors hamper stand, these sturdy bags have been tested and 
. proved to withstand long, hard. usage. 


For further information write 


THE SELF-CLOSING ROPELESS BAG co. 


548 ASYLUM ST. 


* HARTFORD, CONN. 


PER 1,000 PARTICIPANTS 


Robert J. Koch Named 
To South Carolina Position 


Robert J. Koch, assistant director 
of office management of Michigan 
Hospital Service (Blue Cross), De- 
troit, has been appointed acting 
executive director of the South 
Carolina Hospital Service Plan 
(Blue Cross) and the South Caro- 
lina Medical Care Plan (Blue 
Shield), Greenville. Mr. Koch is on 
a leave from his Michigan position 
until a successor is selected to re- 
place Allen D. Howland, who re- 
cently resigned. 
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ADMISSION-STAY 


The admission rate during April 
was 137 inpatients per 1,000 members. 
This marks a decrease of eight per 
1,000 members over the experience of 
the previous month. 

The average length of stay for hos- 
pitalized Blue Cross members in- 
creased from 7.63 days in February 
to 7.65 days in March. 

Blue Cross Plans provided an aver- 
age of 1,068 days per 1,000 members 
in March. This marks an increase of 


- ten days per 1,000 members over the 


February experience. The March sta- 
tistic on inpatients per 1,000 members 
is the highest since 1948 when the 
present method of accumulating data 
was adopted. 


Blue Cross Plan Personnel 


_ Attend District Conferences 


Representatives of 20 Blue Cross 
Plans of Southeastern United 
States attended the District V and 
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remedy 


When floors break out in a rash of pock marks, 
the cure is usually expensive. You either repair or 
replace! 

Stop floor pox before it starts by equipping chairs 
and tables with Bassick’s Rubber-Cushion Glides. 
Their broad, flat, hardened-steel base distributes 
furniture weight evenly over a large area. They slide 
at a touch without leaving unsightly trails. You can 
adapt them to either wood or metal furniture. 


QUIET, PLEASE! 


There’s no quieter or easier 
way to move hospital beds, tables, 
screens and service carts than on 
Bassick’s ‘“Diamond-Arrow”’ 
casters. Whisper-quiet in action, 
they roll at a touch and swivel 
easily. Soft rubber treads will not 
put a pox on floors. Send for 
copy of Catalog HPF-54 today. 
THE BassicK COMPANY, Bridge- 
port 2, Conn. /n Canada: Belle- 
ville, Ont. 


~~ Bassick 
A DIVISION OF 


JULY 1955, VOL. 29 


“ure Water Since 1878 


new! Charcoal 
Black 


in Genuine Porcelain Enamel 


lifetime porcelain ename 
Ut 


COMPANION TABLE FOR 
SMART MODERN INTERIORS 


One-piece, cast construction 
bases that are mounted per- 
manently to floor—can’t move, 
tip or wobble. Central column 
for more leg room. Beautiful 
1%” Formica tops. 


3373 Commonwealth Ave., NORTH CHICAGO, ILLINOIS 


Another 
| “CHF” Exclusive 
Stools and Tables 
its cause é tn 
| 
| 
4 
tie Award winning designers specify “CHF 
ae in National Food Service Contest! 
THE CHICAGO HARDWARE FOUNDRY CO 
Dependable Since 1897 
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VI Blue Cross-Hospital Relations 
Conference, May 5-6, in Asheville, 
N. C. 

The conference was the first of 


a series of regional Blue Cross- 


hospital relations institutes planned 
for 1955. The conferences are held 
for Blue Cross Plan personnel to 
discuss the methods and tech- 
niques for improving hospital- 
Blue Cross relationships. 

Similar regional hospital 
tions meetings were held by Dis- 
tricts I, Il, II, and IV, June 16-17, 
in Cape Cod, Mass. and Districts 
VII, VIII, and X at Lake Delton, 
Wis., June 23-24. 


CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 
ARIZONA 
Phoenix—Crippled Children’s Hospital 


CALIFORNIA 


San Diego—Donald N. Sharp Memorial 
Community Hospital 


COLORADO 
Boulder—Mesa Vista Sanatorium 
FLORIDA 
Fort Lauderdale—North Broward Provi- 
dent H ital 
dison— ison County Memorial Hos- 
pital 
GEORGIA 
Dalton——Hamilton Memorial Hospital 
NEW YORK 


Bethpage, L. I.—Mid-Island Hospital 

New York City, Bronx—Mount en Gen- 
eral Hospita 

ee County Tuberculosis Hos- 
Pp 


WISCONSIN 
Community Hospi- 


CANADA 


Winnipeg. Man.—Shriners’ Hospital for 
Crippled Children 


PERSONAL 


Abrahams, R.N., Dorothy—Adm.—Mount 
Eden General Hospital—Bronx, 
Ph.D., Mrs. Mary K.—Prof. and 

‘of Institution Administra- 
da State University—Tallahas- 


Brunkhurst. Henry G.—Pers. Dir.—Univer- 
sity H ital—Augusta, Ga. 
pits Stephen K.—Secy. to Bish- 
for —Our Lady of Fatima 
ospital—Providence, R. I. 
Denning, C. H.—Asst. Adm.—Hendrick 
Memorial Hospital—Abilene, Tex. 
De Vos, Mary Catherine—Student—North- 
western University—Chicago 
Farrand, Orville W.—Hosp  * Phys. Rela- 
tions—Nebraska Blue Cross 
Service Association—Omaha 
Holbrook, John A.—Asst. Dir. In Charge 


Iise—Deputy Med. Supt.— 
eens Hospital Center—Jamaica, L. I., 


Marsh, ‘Alfred Ralph—Adm.—American Le- 
ion Tri-Coun Memorial Hospital— 
ewark, N. J. 

Middlebrook Jr. W. T—Adm.—University 

Hospital—Columbia, Mo 

Murphy. Ralph B.—Exec. Dir—The Hos- 

pital Council, Inc.—Baltimore 

Oakes, Jean M.—Asst. Dir.—The Chester 

County Hos ae Chester, Pa. 
ph E.—Student—Medical 
Co of _Virginia—Richmond 
Silversid es, Fran Howard—Adm .—The 
Children’s Hospital—Halifax, N. S., Can. 
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Stimson, Lt. Col. Herbert—Secy.-Audit & 
Statistical Dept.—The Salvation Army— 
New York Cit 

Youngblood, § Elizabeth S.—Adm.— 

ex 


NEW AUXILIARY MEMBERS - 


Brookside Hospital Service League, San 
Pablo, Calif. 


St. Francis’ Hospital Auxiliary, Carlsbad, 


Woman's Auxiliary to Toledo (Ohio) So- 
ciety for Crippled Children 

Divine Providence Hospital Auxiliary, Wil- 
liamsport, Pa. 

Women's Auxiliary of Riverside Memorial 
Hospital, Waupaca, Wis. 


OFFICIAL NOTES 


(Continued from page 125) 


below. All actions were taken by 
the Codrdinating Committee and 
Board of Trustees, except as noted. 


LISTING OF ACCEPTABLE HOSPITALS 


VOTED (by Board): To include in the 


list of acceptable hospitals published 
by the American Hospital Association, 
institutions located in both the United 
States and Canada. 


VOTED (by Board): To make no ~ 


charge to hospitals for publication in 
the list of acceptable hospitals for the 
first three years, but that the question 
of charging hospitals for the surrey 
required preliminary to listing be re- 
considered at the end of the three- 
year period, 

VOTED (by Board): To adopt the 
following definition of a hospital as 
the basis for formulating a set of de- 
finitive requirements for listing ac- 
ceptable hospitals by the American 
Hospital Association: 

“A hospital is any establishment of- 

fering services, facilities and beds for 
use beyond 24 hours by two or more 
nonrelated individuals requiring diag- 
nosis, treatment or care for illness, 
injury, deformity, infirmity, abnormal- 
ity or pregnancy, and regularly making 
available at least (1) clinical labora- 
tory services, (2) diagnostic x-ray 
services, and (3) treatment facilities 
for (a) surgery. or (6) obstetrical 
care, or (c) other definitive medical 
treatment of similar extent.”’ 
VOTED (by Board): To adopt the 
following requirements as the basis for 
eligibility for listing an acceptable 
hospital by the American Hospital As- 
sociation: 

1. The hospital shall have at least 
six beds for the care of patients who 
are nonrelated, who are sick and who 
stay on the average in excess of 24 


_ hours per admission. 


2. The hospital shall offer services 


more intensive than those required 


merely for room, board, personal serv- 
ices and general nursing care. 

3. The hospital shall be licensed in 
those states and provinces having li- 
censing laws. 

4. Only doctors of medicine shall 
practice in hospitals listed by the 
American Hospital Association. (* ) 


5. Duly authorized bylaws for the ~ 
medical staff shall be adopted by the 
hospital and the hospital shall sub- 
mit evidence of regular medical super- 
vision. 

6. Records of clinical. work shall be 
maintained by the hospital on all 
patients and shall be available for 
reference. 

7. Registered nurse supervision and 
such other nursing service as is nec- 
essary to provide patient care around 
the clock shall be available at the 
hospital. 

8. Minimal surgical or obstetrical 
facilities, including operating or de- 
livery room, or relatively complete 
diagnostic facilities and treatment fa- 
cilities for medical patients, shall be 
available at the hospital. : 

9. Diagnostic x-ray services. shall 
be regularly and conveniently avail- 
able. 

oo Clinical laboratory services shall 

be regularly and conveniently arvail- 


GRADUATE NURSE TRAINING 


VOTED: To oppose the passage of 
Title IV of S. 886 (The Administra- 
tion’s Omnibus Bill) for the follow- 
ing reasons: 

The bill provides for total expen- 
ditures by the federal government 
and implies that the federal govern- 
ment has exclusive responsibility for 
the training of nurse administrators. 
supervisors and educators, since it 
does not provide for participation by 
the states. 

It is believed to be preferable for 
any such programs to be established 
on a grant-in-aid basis with matching 
funds from the states. 

The bill as presently written does 
not relieve hospitals of any of the 
costs of educational programs for 
these three groups and, if it is assum- 
ed that a larger number of such stu- 
dents will result, the bill increases 
the financial burden placed upon hos- 
pitals. Payment of such costs would 
involve direct federal subsidy in the 
operation of hospitals, and there is 
a wide divergence of opinion within 
the hospital field concerning the de- 
sirability of such subsidy. 

The bill places hospitals in the 
position of being a forerunner in sup- 
port of a trend toward federal aid 
for graduate education. This is be- 
lieved to involve a broad public issue 
which has not yet been decided for 
the whole field of education. It is a 
subject of much controversy and it 
is believed to be unwise to place hos- 


. pitals in a position of testing the issue. 


Further, to instruct the secretary 
of the Council on Government Rela- 
tions to inform the chairmen of the 


appropriate congressional committees 


(*) This ent is not intended to 
eliminate dental and similar services from 


‘the hospital. In all such cases, however, 


tion done De. a ph sician on the medical 

staff of the hospital. Likewise a physician 

on the medical staff of the hospital 

be le for the patient's medical 
t his entire stay. 
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n Emergency Case... 


“ea just admitted for immediate surgery and the hospital is 
not taking any chances of having a mix-up because of inade- 
quate patient identification. That's why the nurse is putting 
an Ident-A-Band® on the patient’s wrist. And it will stay there 
until the patient leaves the hospital. Doctors, nurses and 
orderlies can tell who the patient is by glancing at the Ident- 
A-Band. You can easily see how it helps eliminate serious 


medication and patient mix-ups. 


For the full story, very important to 
hospital, turn the page 
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THAN EVER BEFORE 


all-patient identification 15 essential 


By glancing at the familiar scene in the picture below 
you can quickly understand why proper, on-the-patient 
identification is essential. In this case, the patient is un- 
conscious in the recovery room. She requires blood im- 
mediately. Because of the haste involved, a serious error 
can happen that might endanger the helpless patient. As 
Dr. Letourneau points out, “Since blood transfusions are 
often given in emergency situations that require haste, 
the stage is set for mistakes.”* But, in the case shown 
in the picture the unconscious 
woman is wearing an Ident-A-Band 
that includes her full name, blood 
type, admission number and doctor's 
name. The nurses are checking their 
instructions, the bottle of blood, and 
the Ident-A-Band to be positive that 
no mistake of identity can possibly 


happen. 


Actually, this picture illustrates 
only one particular way the Ident-A- 
Band is useful. There are many 
others. For example, whether the 
patient is a child or an adult, the 
Ident-A-Band is checked before the 
prep is started, then again in the OR 
before surgery starts. Then, when 
the incision is made, there's no 
doubt in anyone’s mind that the 
person on the table is the right one. 
The nurses who give medications 


Find out more about Ident-A-Band 
for the departments in your bospital 
where it will be especially belpful. 
Send in the coupon below for samples 
of OB, Pediatric or Adult style Ident- 
A-Bands. 


Hollister, 


GOODWILL BUILDERS FOR HOSPITALS 


FRANKLIN C. HOLLISTER COMPANY 
833 N. ORLEANS ST. + CHICAGO 10, ILLINOIS 


out on the wards or in private rooms can easily check 


the Ident-A-Bands to be sure the right patient receives 
the right medication. This certainly helps eliminate 
medication mix-ups. And in these times of trained per- 
sonnel shortages and overcrowded conditions, patient 
identity is an increasing responsibility. Now, more than 
ever before, all-patient identification is essential. 


*Reprinted with permission from HOSPITALS, Journal of the America 
Hospital Association, 26: 90, December, 1952. 


Please send to me, free, samples of ........................2. 


STYLE OF BAND 


Ident-A-Band and desctiptive literature. 
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of this action by letter, and that no 
testimony be presented on this bill. 


NURSING COMMISSION 


VOTED: To oppose the passage of 
House Joint Resolution 171 (The Bol- 
ton Commission to Study Nursing) 
for the following reasons: 

The Association favors the formu- 
lation of such broad studies and their 
conduct under private auspices where 
there is a likelihood that the recom- 
mendations emanating from such a 
study would affect seriously the oper- 
ations of hospitals. 

As presently constituted, the study 
is so broad that it would appear to 
duplicate what was done by the Pres- 
ident’s Commission on the Health 
Needs of the Nation and the work of 
the Health Resources Advisory Com- 
mittee as well as, to a certain extent, 
the study completed two years ago 
by the Brookings Institution. This ex- 
cessive breadth to the proposed Com- 
mission study is accentuated by the 
indication that the Commission should 
study the impact of the activities of 
other professional groups on nursing. 
It further contemplates studying the 
changing needs of each of the profes- 
_ sional groups, as well as the changing 
health needs and resources of the 
nation. 

It may be implied that the federal 
government would end up defining the 


role of nursing. It is questioned wheth- - 


er the federal government should de- 
fine nursing or the role of any other 
professional groups. 

There is a likelihood that the pas- 
sage of a bill of such breadth might 
well defer action on other legislative 
measures dealing with health. 

There is an extensive body of infor- 
mation now being developed by var- 
ious studies throughout the country. 
A large part of the problem can only 
be approached through working exper- 
iments. It is not clear that the Com- 
mission to Study Nursing plans any 
such demonstrations. 

As now constituted, the Commission 
does not provide for the participation 
of hospital representatives. 

As mentioned above, the study 
would appear to duplicate previous 
. studies, It is clearly implied that in 
restudying the: nation’s facilities, it 
would duplicate the work being done 
by the states under the Hospital Sur- 
vey and Construction Act and the 
amendments to that act. — 

VOTED: To approve the devsiieaeanau 
of legislation to provide for a study 
confined to carefully defined aspects 
of nursing. Such a study to be under- 


taken by an independent study com-— 


mission established under the auspices 
of qualified, nonprofit, nongovern- 
mental agencies or organizations. 

A primary sponsor should. be pro- 
vided for, which meets the above re- 
quirements, is considered to be a 
major health organization and which 
has had previous experience in the 
organization and conduct of studies 

of national scope. Such primary spon- 
sor should be responsible for estab- 
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lishing a study commission with rep- 


resentatives of the various professional 
bodies concerned and for developing 
and carrying out the study. 

The federal government should fi- 
nance the study by a grant made to 


the sponsoring organization. 


DISASTER PLANNING 


VOTED: To instruct the director of 
the American Hospital Association to 
write to the director of the Joint Com- 


mission on Accreditation of Hospitals 


to recommend that action be taken 
to insure that each hospital has an 
up-to-date plan for handling mass in- 
flux of casualties. 

VOTED: To urge all hospitals to de- 


velop as soon as possible plans for 
the handling of mass casualties. 

VOTED (by Board): To place greater 
emphasis on the Association’s activity 


' program on disaster planning for hos- 


pitals. 
AHA-CHA RELATIONSHIPS 
VOTED (by Board): To authorize the 


president to designate representatives 
of the Association to meet with rep- 
resentatives of the Canadian Hospital 
Association for the purpose of draft- 
ing a proposal for the establishment 
of new working relations between the 
two organizations. 

President Bradley subsequently des- 
ignated the following to represent this 


hen you buy gloves... 


inside out! 


who insist on gloves that 
combine sensitive, bare- 
finger tactility and anatomic 
fit that assures comfort. 


YOUR SURGEONS, 


> 


YOUR ADMINISTRATI 
which asks for gloves that 
will stand repeated auto- 

deving to provide economy. 


in MATEX (white) and 
MASSILLON Latex (brown) you 
have the perfect blending of the 
sensitivity and comfort surgeons 
demand and the long life that is 
proved hospital economy. 


Made from pure, virgin latex MATEX and MAS- 
SILLON Latex unite high tensile strength, great 
elasticity and tissue thinness. On the surgeon's 
hands they are comfortable—neither loose nor bind- 
ing. And slightly constricted wrists prevent dis- 
tracting roll-down during operations. 


Added economy is obtained from the Kwiksort 
permanent and indestructible size markings. It’s 
easy for even an untrained assistant to sort and pair 
MATEX and MASSILLON Latex gloves by the 
distinctive Kwiksort shapes—even when gloves are 


The MASSILLON RUBBER Company 


Massillon, Ohio 
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Association: John N. Hatfield, Witl- 
liam S. McNary, Dr. Frank R. Brad- 
ley (ex officio) and Dr. Edwin L. 


STATE ADVISORY COUNSELORS 


VOTED (by Board): To approve the 
President's appointment of the fol- 
lowing state advisory counselors of 
the Committee on Hospital Auxiliaries 
for the year ending September 1955: 

Mrs. Reuben Sabin, Women’s Aux- 
iliary of Mount Park Hospital, St. 
Petersburg, Fla. 

Mrs. Columbus Conboy, St. Joseph 
Infirmary, Louisville, Ky. 

(Editor’s Note. The above names 
are additions to or substitutions 


in the list of state advisory coun- 
selors published in the December 
1954 and March 1955 Official Notes 
columns. ) 


DENTISTS AND HOSPITAL STAFFS 
VOTED: To adopt the following in- 
terpretative statement with regard to 
the standard of the Joint Commission 
on Accreditation of Hospitals relating 
to dentistry in hospitals: 

“In all cases, the hospitalized dental 
patient must have an admission his- 
tory and physical examination done 
by a physician on the medical staff of 
the hospital and, likewise, a physician 
on the medical staff of the hospital 
shall be responsible for the patient’s 


Staphene Completely Effective 
Against MYCOBACTERIUM TUBERCULOSIS 


even in the presence of large masses of sputum 


Against mycobacterium tu- 
berculosis, a recently concluded 
test series covering a four- 
month period has demonstrated 
by guinea pig injection that in 
10 minutes at 20°C a 1% solu- 
tion of STAPHENE is com- 
pletely effective even in the 


presence of large masses of | 


sputum. 


Tests of STAPHENESS effect 
on tubercle bacilli were run in 
Los Angeles, California, at a 
nationally known 50-year old 
Tuberculosis Sanatorium, a pri- 
vately endowed institution de- 
voted exclusively to treatment 
of tuberculosis. They were con- 
ducted under the direct super- 
vision of the Director of Labora- 
tories for the sanatorium, whose 
work in the field of tuberculosis 
control has been extensively 
published. The evaluation of 
STAPHENE by the Director 
was conducted in accordance 
with his published method and 
extended over a period of near- 
ly four months. 


STAPHENE is a_ general 


purpose disinfectant which ob- 
tains maximum bactericidal and 
fungicidal action from ortho- 
phenylphenol, 2-chloro pheny!l- 
phenol and p-tertiary amyl 
phenol by compounding with 


‘soap, organic detergents and 


sequestering agents which pro- 
mote penetration and lend per- 


_ manent synergistic actuation. A 


concentrate, STAPHENE’s rec- 
ommended use solutions are 
highly non-specific, being ef- 
fective against a broad range of 
gram-positive and gram-nega- 
tive bacteria including E. ty- 
phosa, M. aureus, E. coli, Strep. 
hemolyticus, Strep. viridans, Cl. 
sporogenes even in the pres- 
ence of organic matter. They 
are also active against fungi, 
including Epidermophyton in- 
terdigitale and 
purpureum. 


Complete scientific data on 
product and tests conducted — 
with STAPHENE will gladly 
be sent upon request. Write to 


VESTAL INC. 4963 Manchester Ave. 
St. Lovis 10, Missouri 


medical care throughout his entire 
stay.” 
| COMMERCIAL STANDARDS 

VOTED (by Board): To instruct the 
Committee on Purchasing, Simplifica- 
tion and Standardization to give fur- 
ther consideration to whether or not 
the American. Hospital Association 
should assume the function of devel- 
oping commercial standards and, if so, 
to outline criteria for publishing and 
distributing commercial standards and 
simplified practice recommendations. 


STUDY WITH AIA 


VOTED (by Board): To authorize 


the staff to coéperate with the Amer- 


ican Institute of Architects in a study, — 


in coéperation with state and regional 
hospital associations, of the design 
and function of diagnostic and treat- 
ment centers, hospitals for chronically 
ill, rehabilitation — and nurs- 
ing homes. 
FISCAL YEAR FOR HOSPITALS 

VOTED: To encourage hospitals to 


- adopt a fiscal year ending September 


30. Wherever it is impractical to adopt 
this procedure, haspitals should be 
encouraged to keep their records in 
such a way as to show accounts on 
a twelve-month-to-date basis. 


ASSOCIATION HISTORY 


VOTED: To write a history of the 


American Hospital Association as soon 
as possible. 
AHA MATERIALS 


VOTED: To edopt the following 
guides for use in granting permission 


to reprint, reproduce or translate — 
American Hospital Association mate- 


rials: 


1. Permission to reproduce American 
Hospital Association materials may 
be granted only when the extent 
of reproduction will not be so great 
as to compete with the use or sale 
of the original materials. 

2. Requests for permission to repro- 
duce American Hospital Associa- 
tion materials must be specific, 
citing sections, pages, paragraphs, 
etc., but in certain circumstances, 
such as reprinting in foreign hos- 
pital publications, blanket permis- 
sion to reproduce may be granted 
provided proper credit be given 
each item so reprinted. 

3. Permission may be granted to 


translate American Hospital Asso- 


ciation materials into other 
guages, provided the applicant is 
reputable and provided the sale 
price of the translation is not ex- 
orbitant. 

4. Permission may be granted to re- 
print definitions, formulas, etc., 
which are in the interest of promo- 
tion and wider acceptance of the 
Association’s recommendations 


5. Exceptions to the above guides may 


be made by the Association direc- 
tor in special cases. 
CORRECTION OF MINUTES 


VOTED (by Board): To omit the 
words “legal and” from the vote on 
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economy 
efficiency 
and ease. 


proven procedure for 


PARENTERAL SOLUTIONS in the HOSPITAL 


The MacBick System Provides For: 
@ PRODUCTION OF INTRAVENOUS FLUIDS 


@ COLLECTION, STORAGE, AND 
ADMINISTRATION OF WHOLE BLOOD 


@ PREPARATION OF HUMAN BLOOD PLASMA 


... these three essential services backbone the remarkable utility 
of the famous MacBick Parenteral Solutions System .. . today 
acknowledged as having set the standard for modern hospital 
installations. Our Technical Department is readily available for 


individual consultations . . . please write or call 


ORIGINAL 


DISTRIBUTORS 


O 


F THE FENWAL SYSTEM 


CUT STRAW COSTS 
IN HALE 


THE 
EXCLUSIVE 
FEATURES! 


DUPLEX holds full carton of 614° Milk, 8%" Standard or 84° Jumbo unwrapped straws. 
Full carton of straws completely empties into dispenser without straws being handled. 


% DUPLEX dispenses one-straw-ct-c-time, from either side of the dispenser. Actually doing 


the work of two dispensers. 

% DUPLEX “magic-touch” dispensing principle eliminates jamming, makes straw dispens- 
ing fast, occurote, and so easy, a child of two con dispense strows at will. 

% DUPLEX Straw Dispensers are made of gleaming stainless steel, including ends. 


& DUPLEX Straw Dispensers cut straw costs in half. Eliminate wrapper annoyance. 
%& Made in two modes. One for use with 6%" Milk and 8%" Standard strows, the other for 
8%" Jumbo Straws. 


t% DUPLEX weighs less than two pounds. Easy to handle from place to place. Bas () Please send tree samples and 
DUPLEX Straw Dispensers ore UNCONDITIONALLY GUARANTEED. Aseptic Thermo 
No other STRAW DISPENSER con make such claims .. . and back them vp 100%. Indicator Company call 
if not available at your Jobber ... write TODAY for free literature. Dept. 10-1 makers of STEAM-CLOX, COOK-CHEX Tithe | 
and other sterilizing indicators. 


DUPLEX STRAW DISPENSER CO. 
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Announcing the NEW 


sterz Line BAG 


WITH THE “BUILT-IN™ ‘INDICATOR 


A.T.I. 


LOOK AT ALL stert Line ~ 


BAG 


~ 


“new development of the 


11471 Vanowen Street Address 


The ONLY sterilizing bag with a “steriline Indicator” 
...which changes color from white te black after autoclaving. 


No longer do you have to guess whether your syringes, 
instruments, or needles have been autoclaved. Now, 
the new “steriLine Indicator” has been added! This 
“built-in” indicator changes color from white to black 
only after proper sterilizing conditions of time, steam 
and temperature have been met in your autoclave. 


SteriLine Bags are available in usual sizes. 


Test steriLine Bags FREE. Write today for FREE Sample steriLine Gags, 
literature and prices. GET ALA THE FACTS! 


The steriLine Bags are a 


STERILINE BAGS H.7 
Aseptic Thermo indicator 
11471 Vanowen Ne. Hollywood, Callt. 


North Hollywood, California 
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Where Electricity 
Must Not Fail! 


sercry ONAN 


STANDBY 
ELECTRIC PLANTS 


In hospitals, schools, theaters, 
office buildings . . . interruptions 
of electric power can endanger 
lives and property. 


With an Onan Standby System, 
any interruption of highline elec- 
tricity automatically starts the 
emergency electric plant and 
within seconds all essential equip- 
ment is operating normally. When 
power is restored the electric plant 
stops automatically. In many in- 
stances, just one power interrup- 
tion will justify the cost of the 
standby power installation. 


25,000 wotts 


SIZES AND MODELS FOR EVERY NEED 


@ Air-cooled: 1,000 te 10,000 watts 
@ Water-cooled: 10,000 to 100,000 watts 
Available unhoused or with steel housing os shown. 


Write for Architects 
Kit No. SP-1021 


Describes scores of stondby models with com- 
plete specifications and informetion 
on installotion. 


D. W. ONAN & SONS INC. 


3359 University Ave. 5. E. + Minneapolis 14, Minn. 


page 38 of the December 10, 1954 
minutes of the Board of Trustees. 

(The original action’ read: 
VOTED: That the Association im- 
plement as soon as possible the 
following recommendations of the 
Committee on Hospital-Physician 
Relations: 

1. Establish a legal and consul- 
tation service.) 


‘BLUE CROSS 


It was observed that no ap- 

proval standard requires demon- 
stration of need for operation of 
a Blue Cross Plan within a speci- 
fied territory. This has resulted in 
duplication of effort and expense 
in the conduct of nonprofit, pre- 
paid, hospital care plans. 
VOTED (by Board): To request the 
Approval Committee of the Blue Cross 
Commission to study the need for an 
apptoval standard which would dis- 
courage future development of situa- 
tions in which duplication of effort 
and operating expense might arise 
and, if indicated, to develop a sug- 
gested standard for referral to the 
Board of Trustees, the Blue Cross 
Commission and the Conference of 
Blue Cross Plans. Such consideration 
shall include objective criteria for de- 
termination of need. — 


APPROVAL OF BC PLANS 


VOTED (by Board): To approve in 
terms of the Approval Standards of 
the Association the following four 
Plans as Blue Cross Plans for 1955: 

Associated Hospital Service of Ari- 
zona, Phoenix 

Illinois Hospital Service, Inc., Rock- 
ford 

Associated Hospitals Service, Inc., 
Sioux City, lowa 

Cleveland (Ohio) Hospital Service 


Association 


VOTED (by Board): To authorize the | 


Blue Cross Commission to announce 
approval in terms of the Approval 
Standards of the Association of Hos- 
pital Service, Inc., Albuquerque, as a 
Blue Cross Plan for 1955 when con- 
templated changes in rates and ben- 
efits of that Plan have been accom- 
plished. 

VOTED (by Board): To take no ac- 
tion at this time on the application 
for approval as a Blue Cross Plan 
for 1955 submitted by South Caro- 
lina Hospital Service Plan, Greenville. 


Importance of small hospitals 
to the nation 

(Continued from page 53) 
point out the difficulties of the 
small hospital- arising from the 
necessity of providing a complex 
of services without sufficient pa- 
tient volume to fully utilize the 
minimum of equipment and per- 
sonnel required for those services. 


It is intended also to emphasize - 


that congregation of these highly 
specialized facilities under one roof 
for use by doctors on behalf of all 
citizens in the community repre- 
sents the only way in which. the 
smaller communities can possibly 
hope to have access to such facili- 
ties. The expensive equipment and 
personnel so necessary to modern 


practice is beyond the purse of the | 


individual physician. | 

To speak of accessibility is a 
reminder that the standby feature 
of the hospital is one of its most 
valuable—and also one of its most 


expensive—services. This feature > 


of the hospital has always been 
particularly difficult for the public 
to understand. It is hard to recog- 
nize that the empty bed must be 
staffed and held ready to serve if 
it is to have any value to the com- 
munity. This standby service of 
the small hospital is vitally im- 
portant because residents of the 
one-hospital community have no 
optional facilities to which to turn 
when acute illness strikes. 


Recent years have seen a pattern 
of regional development gradually 
emerge in the American hospital 
system. During these years the 
number of small hospitals has 
sharply increased. At the same 
time, there has been a gradual 
shifting of the less complex medi- 
cal procedures from the distant 
larger hospitals and medical cen- 
ters to the local hospitals. In turn, 
the medical staffs of the small hos- 
pitals have started a pattern of 
referring to the larger hospitals the 


more complex cases that require — 


very expensive equipment and 
personnel and which arise infre- 
quently in any one community. 
The advantages of this emerging 
pattern to the patients and the 
hospitals are obvious. It reflects 
again the importance of the small 


hospital to its community. Such 


referral is possible only if there 
are local hospital facilities and 
local physicians competent to pro- 
duce a proper diagnosis. Also, the 
distant medical center, which may 
ultimately receive the patient, is of 
small comfort to a patient suffering 
from a sudden and acute onset of 
illness. The role of the small hos- 
pital in meeting the emergency 
needs of the general population is 
ilustrated by the fact that 1,251 
of the 2,553 blood banks listed in 


HOSPITALS 


¥3 

| 

i 

TR > ¥ 

f 

— 

| 


BODY LOTION 


FORMULATED 


AVAILABLE EXCLUSIVELY THRU LD EB = HOSPITAL SUPPLIES, INC. 


FOR DEBS” 


LUBRICATING.» 
HEALING- ANTISEPTIC _ 


ANTI-FUNGICIDAL 

"THE 

THE 


THE HYPO- 7 
ALLERGENIC 
PROPERTIES 


*Recognized as the foremost compounder in the U.S.A. 


5990 N. NORTHWEST HIGHWAY, CHICAGO 31, ILLINOIS 
1015 W. ROSEDALE, FT. WORTH, TEXAS 


of Hypo-Allergenic Skin preparations. 


| THIS ROOM FURNISHED 
IN MEMO 


RY OF | 
|. Miss ROSE CARUSO 


A FEW OF OUR MANY HOSPITAL ACCOUNTS* 


Styte 


*Baton Rouge Hospital 
*Cerebral Palsy Hospital 


*Anderson County Ho 


spital 


RAISING 


laques & nameplates in 
bronze, aluminum or plas- 
tic have been proved the 
ideal, dignified and most 
effective way to raise 
funds for hospitals. 
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OH WELL. IT DOESN'T MATTER ANY 


HOW ON ACCOUNT OF MISS CLABBER 
, FORGOT TO TELL ME WHAT THE 


MESSAGE WAS! 


DOCTOR. ANYBODY 


GY THE NAME OF 


GARCIA IN THERE 2 


Anybody seen Garcia ? 


IS MISS GARCIA 


ON THIS FLOOR? 


NOW. DIGBEE. LET’S HAVE NO MORE 


QUESTIONS ABOUT IT. SHALL WE... 


the 1954 Administrators -Guide 
Issue are located in hospitals of 
less than 100 beds. 


We often speak of “grass roots 
organization” in matters of politics 
and public opinion. It is improb- 
able that any aspect of the Ameri- 
can scene can equal the small hos- 
pitals in this regard. Small hos- 
pitals are represented by the most 
influential citizens in the several 
thousand smaller cities and com- 
munities in this country. As those 
hospital trustees wrestle with 
problems, they develop an under- 
standing of the complex questions 
faced by the voluntary hospital 
system. To this group of informed 
citizens, the small hospital adds 
another interested and influential 
group. These are the.members of 
the auxiliaries which have been 
organized in 1,301 hospitals of 
under 100 beds. Figures are not 
available as to the exact number of 
women represented in those auxil- 
iaries, but a conservative estimate 
would indicate that the total mem- 
bership is approximately 300,000. 

The importance of the small 
hospitals to the nation could be 
expressed in many different ways. 
One could point out the economic 
impact of the annual payroll of 
the small hospitals which totals 
approximately one-third billion 
dollars, or the total annual expen- 
ditures which amount to 587 mil- 
lion. Their importance in the final 
analysis, however, must be evalu- 
ated in terms of the role they play 
in helping preserve and improve 
the nation’s health. To a large seg- 
ment of the nation’s population, 
the small hospital is profoundly 
important for it is the only hos- 


pital they have. 


All hospitals can become fully 
accredited 
(Continued from page 58) 


may perform an autopsy (having 
received the appropriate permis- 
sion) and when he does not do so 
when possible, it may represent a 
lack of interest in gaining medical 
knowledge, or even worse, a cover- 
up. In such cases, only the perti- 
nent tissues need be submitted to 
the pathological laboratory. 
Conseltations. Let us now look 
into the matter of consultations. 
Often, qualified consultants are at 


a distance and their services can- 
not at all times be utilized. We 
quote in part from the definition 
of a consultant as presented by 
the Joint Commission: “The mem- 
bers of the consulting staff are on 
that staff because they have quali- 
fications that make.them valuable 
as consultants; but in a given in- 
stance, any physician who sees a 
patient with a colleague is the 
consultant on that case, no matter 
what his standing on the staff may 
be.” Therefore, the credentials 
committee of the medical staff 
should designate who may be the 
consultant in which types of cases, 
taking into account the individual 
physician’s training, experience 
and demonstrated competence. 
However, all consultants will re- 
view the patient’s record, thor- 
oughly examine the patient and 
inscribe in writing on the chart 
his findings and recommendations. 

Perhaps the foregoing will allay 
some of the fears and misconcep- 
tions of those who work in and 
for the smaller hospitals. We be- 
lieve it at least demonstrates that | 
these smaller hospitals can pro- 
vide excellent medical care and 
can comply with and meet the 
minimum standards for hospital 
accreditation. 

The Joint Commission, as of De- 
cember 31, 1954, shows approxi- 
mately 1,000 hospitals of under 100 
beds fully or provisionally accred- 
ited. There is no reason at all why 
all hospitals, large or small, with 
mutual cooperation from their re- 
spective boards, staffs and admin- 
istration cannot become fully ac- 
credited. It does take teamwork; 
it can be done. . 


Medical staff organization in 
the small hospital 


(Continued from page 67) 


ed by 15 to 20 per cent of the 


patients. 

If the medical staff conferences 
are not properly conducted, good 
attendance can not be expected. 
Time can lag and the interest of 
physicians lost in dull, poorly 
arranged conferences. First of all, 
there should be a presiding of- 
ficer or chairman capable of arous- 
ing interest and enthusiasm, one 
who can employ energetic direc- 
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« WITH STECK’S 
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STANDARD FORMS 
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these groups of forms: 


1. Accounting Records and 
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- Medical Records 


Purchasing & Stores" 


Personnel 


General Office 


Insurance Reports 


Neo obligation to buy 
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tHe STECK co. 


BOX 16—-AUSTIN 61, TEXAS 


tion in stimulating free and frank 
discussion. As mentioned, there 
should be advance program plan- 
ning to brief members on mat- 


ters to be discussed. 


Meetings should be held at the 
hospital in a room comfortably 
furnished and including a black- 
board, x-ray viewing box, lantern, 
screen and projection equipment. 
A day and hour most convenient 
to the majority of the medical 
staff should be selected—sometime 
before the middle of the month 
is most desirable. Meetings should 
start and end as nearly on time 
as possible. 

The secretary of the medical 
staff prepares accurate minutes 
of all staff conferences and makes 
a record of attendance. Minutes 
will include reports of committees, 


brief abstracts of cases presented, 


and discussions. 


ADVANTAGES 


To the patient, good medical 


staff organization promises better 
service because the scientific work 
of the hospital is kept on the high- 
est plane of efficiency. 

To the physician, good organiza- 
tion offers a veritable postgrad- 
uate course because he will ob- 
serve newer methods of diagnosis 
and treatment, changing techni- 
que in surgical operations, and 
other scientific developments em- 


ployed in the hospital. In addition, — 


the well organized medical staff 
fosters fellowship and codperation 
among the doctors. 

To the hospital, a well-organ- 
ized medical staff will enhance its 
status in the community. The ad- 
ministration and governing board 
will be assured their institution 
is rendering the best possible care. 

To the community, a well or- 
ganized staff assures its citizens 
of a place where their disabilities 
may be cared for in accordance 
with the teachings of most ad- 
vanced medical thought. . 
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Accreditation problems 
(Continued from page 24) 


note as to agreement or disagree- 
ment. It is not considered that a 
house officer can make a diagnosis 
but can only form an impression. 

If the attending physician signs 


only the face sheet, certifying that 
the contents “to the best of his 
knowledge” are accurate, he then 
takes the responsibility for the re-- 
ports and entries of the nurses, 
house officers, consultant spe- 
cialists, admitting room person- 
nel, etc. | 


Introducing the authors 
(Continued from page 12) 


which are all the more interesting 
in the light of his experience as a 
small hospital administrator. He 
believes improvement in hospital 
communications is one answer to 
humanizing the hospital. 

The excellence of Mr. Ivy’s 
graduate study at the University 
of North Carolina prompted the 
University to offer him a teaching 
post after graduation; but he chose 
hospital administration. He has 
been active in state hospital affairs 
and is a past president of the Mis- 
sissippi Hospital Association. He 
also serves on the executive com- 


‘mittee of the Mississippi Hospital 


and Medical Service and is a mem- 
ber of the American College of 
Hospital Administrators. 


Hospital association meetings 
(Continued from page 6) 


Operating Problems for Sma!i Hospitals In- 
stitute—October 20-21; Albuquerque [(Hil- 
ton) 

Central Service Administration Institute— 
October 24-27; New Orleans (St. Charles) 

Workshop on Organization Planning Insti- 
tute — October 24-28; Highland Park 
{Moraine} 

Administrators’ Secretaries |nstitute—Octo- 
ber 31-November 3; Chicago [Knicker- 
bocker) 

Workshop on Supervisory Training—-Novem- 
ber 7-11; Cincinnati {Netherlands Plaza) 

Dietary Department Administration Insti- 
tute—-November 7-11; Seattle (Olympic) 

Physical Therapy Institute—November 7-11; 
Philadelphia (Drake) 

Accounting and Business Practices for Small 
Hospitals Institute—November 14-18: 
Seattle {Benjamin Franklin) 

Housekeeping Institute—November 14-18: 
Philadelphia (Beldon Stratford) 

Nursing Service Administration Institute— 
November 28-December 2: Minneapolis 
[Radisson] 

Safety Institute and Workshop—November 
28-December 2; Washington, D. C. 
(Woodner} 

Hospital Personne! Institute—December 5-9: 
Detroit (Statler) 

Medical Record Library Personne! Institute 
—December 5-9: Dallas [Statler) 

Laundry Management Institute—December 
5-9: Konsos City, Mo. {President} 
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SAVE: Costs 
‘SAVE-TIME 
SAVE SPACE 


Now is the time to equip your hospital 
way to dispose 


of rubbish, asa and pathological 


Incinerator! 


less in operation. 


Whatever your need . . . small prefab- 


ricated incinerators . . . or a large 
installation . .. you can 
Joseph Goder to do the job 


of Joseph Goder hospital installo- 
tion | Rockford Memoria! Hospital, 


s found at 
Rockford, where £20-N Incinerator 
was installed. Architects—Perkins & Will Chi- 
cago, and Hubberd & Hyland, Rockford. 
Contractor—Security Building Company, Rock- 


| PRO RE NATA 


JOHN H. HAYES 


One of the differences between 
hospital superintendents and su- 
perintendents of apartment houses 
is that the superintendents of 
apartment houses can have people 
thrown out if they do not pay rent. 


The much overused slogan, “A . 


satisfied customer is our best ad- 
vertisement,” applies better to a 
hospital than to any other enter- 
prise. 

And, while discussing slogans, 
has anyone ever used the following 
when campaigning for money for 
a maternity wing: “A good start 
means a better race’? 


= 


THERE GOES ANOTHER WEEK 
With M O N ey gone, I went ahead 
And sought a means T U E bor- 
row; | 
Because I wanted much to W E D 
A lady on the morrow. 
She told me that her name was 
(My Susan lisped a little); 
But she could F R I, or bake, or 
stew 
Most any kind of vittle. 
Since then we've spent our week- 
ends all, 
As happy as two elves, 
When clear, in Summer, Spring 


| and Fall, 
We S AT and S U N ned our- 
selves. 


I never heard of a hospital boast- 
ing of “home cooking,” as do some 
restaurants. Maybe that’s why peo- 
ple get well in hospitals. 


x * 


Always remember that even a 
$200 hospital bill can sometimes 
be “catastrophic’’ to some families. 


x 


A newspaper item tells of a doc- 
tor in New Zealand who, on being 
asked to buy a ticket to a cricket 


match, said that he did not care for 
such entertainment; but, liking 
people to enjoy themselves in their 
own eccentric ways, he sent a 
check “for the privilege of staying 
away.” 

There’s an idea. Why not develop 
a hospital benefit performance 
which few, if any, people might 
like; and then suggest that they 
send checks to the hospital in 
amounts which they feel would ap- 
proximate the value of not having 
to attend? I can remember paying 
for and attending performances 
where. I considered the amount I 
paid as being only ten per cent of 
what I considered it would be 
worth to me to stay at home. 


In any hospital’s portfolio, the - 


safest and most productive invest- 


ment is its membership in the 
American Hospital Association. 


2 


One old doctor told me that in 
his youth the horse-drawn ambu- 
lances made better time in getting 
to accidents than do the motor- 
driven ambulances in today’s traf- 
fic; and they never carried oxygen. 
The oxygen was in the air. 


Perhaps after they find a cure 
for cancer, someone will discover 
a way to make coffee which pleases 
everybody. 


Another good reason why girls 
should become nurses is that the 
average married man today is a 
“do it yourself” enthusiast and 
needs someone to take care of him 
in emergencies. 


x * * 


Why is it that a surgeon can de- 
scribe an extensive operation in 
far less words than does the aver- 
age ex-patient who was asleep 
during the entire procedure? 
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In hospital campaigns it is gen-_ 
erally true that to get the first 
quarter of the money needed re- 
quires one-half the effort needed 
to get the second quarter; one- 
fourth that needed for the third 
quarter; and one-eighth that need- 
ed for the last quarter. This means 
that when you have 25 per cent 
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OVER 


FOR HOSPITALS! 


In 1911, Charles Sumner 
Ward, founder of this firm, 
first successfully adapted the 
intensive, organized plan to 
raise funds for a Hospital. 


Since that time, those asso- 
ciated with this firm have 
successfully directed over 
300 campaigns for Hospitals, 
nurses’ homes, medical col- 
leges, training schools, raising 
more than $120,000,000. 


PRE-CAMPAIGN 
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Many Hospitals have found this 
service exceedingly helpful. In 
some cases Hospital plans are 
well set. In others Hospital 
committees profit by prelimi- 
nary counsel and advice in for- 
mulating their plans on a sound 
basis that gives greatest assur- 
ance of the achievement of their 
objective. 

The scope of such service varies 
with the needs. 


We welcome an invitation to 
meet with your Committee to 
discuss this service without cost 
or obligation. 


WARD DRESHMAN & REINHARDT 
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subscribed you usually have done 
only 6.7 per cent of the total work 
required in the campaign. 

x 

Someone told me that in an ar- 
gument with your wife the most 
annoying thing she can do is not 
to answer you. 

Seems to me that women can be 
wrong no matter what they do in 
such circumstances. 

Pat Pending, our crackpot in- 
ventor, says that, now that we 
have beds which go up and down, 
someone should develop a bed 
which can mechanically be made 
longer—for growing children. 

zx 

A history of hospitals over the 
past quarter-century could well be 
called “From Enamel Ware to 
Stainless Steel.” 

x 

SNAKE HOLLOW HOSPITAL 
NOTES: We have been offered a 
contribution for the purpose of 
building a log cabin, tile-lined de- 
livery room for mothers who want 
their newborn sons to grow up to 
be President of the United States. 

We are probably the only hospi- 
tal in the country whose part-time 
barber also cuts the lawn. 

The Mansion House now offers 
cut rates to people who escape in- 
jury in the turnpike auto acci- 
dents but want to stay in town to 
be near the victims in our hospital. 

Nurse Mary Smith announces 
her engagement to former patient, 
Roger Schwartz, who, she says, 
proposed to her and was accepted 
over the nurse-patient intercom 
system while he was here. 

We have ordered new work- 
clothes for our painters because 
they object to being mistaken 
for doctors. 

One of our patients said he 
thought that the job of our Medical 
Records Department was to mark 
down the speed with which medi- 
cines take’effect. 

* * 

Octogenarian Henry Tompkins 


- Was again a patient last month. He 


ran into a horse while trying to 
fly a kite. 

A lady asked us where we se- 
cured our continuous flow bath tub. 
Said her little boys are —_ 
dirty. 
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JULY — 1955 


A. Classifications: Classified advertis- 
ing accepted to run under the follow- 
ing headings: 1—Services; 2—In- 
struction; 3—Wanted; 4—For Sale; 
5—Positions Wanted; 6—Positions 
Open; 7—Miscellaneous, 


B. Transient Rate: Twenty cents a 


word; minimum charge $3.50 per 
insertion. 


FOR SALE 


CHAIR CANE a MATERIAL. Bas- 
ket Reeds. Genuine Chair Cane. Woven 
Cane Webbing for Seats with Groove. Cane 
Instructions 35¢. Complete Seat Weaving 
15. Basketry Instructio 
Reeds. Bases. Kits. FOGARTY’ Ss, 
Troy “8. New York. 


2—_SCANLON-MORRIS, OHI O CHEMICAL 
CO. CAT. $A3292, seri rial £8 ‘Opray”’ Multi- 
Beam, explosion proof, portable operating 
Made for use in rooms where 
lamps cannot be installed 
of height or other conditions. Due to re- 
vision of original plans, these lamps were 
never yt By use. Will sell at 50% of 

st, or $600.00 each. FOB Cleve- 
land, Boag rints furnished on request. R. 


D. Rowland, P.A., Mt. Sinai Hospital of 
Cleveland, 1800 East 105th St., Cleveland, 
Ohio. 


5 Number 15 Units GRAND RAPIDS 
SCHWARTZ SECTIONAL CABINETS. 
Each unit consists of three tiers of 5 draw- 
ers to a tier, for a total of 75 drawers. 


Each Unit is 45/3” deep and 2’0” 
long. White enamel finish. $600.00 F.O.B. 


Altoona. Inquire: The Altoona Hospital, 
Altoona, Pa. 


SERVICES 


THE ABBOTT REFERENCE REGISTRY 
Hobart, Indiana 
—dedicated to bei the very best in pro- 
fessional reference service. 

Because the Registry does not base its fee 
on placement, employers have added con- 
fidence in its registrants. Whether seeking 
employment now or not, you need our 
permanent transcript service. Brochure. 


WANTED 


THREE SALES REPRESENTATIVES who 


are well experienced in hospital equip- 
ment field, preferably with background in 
major operating lamp industry. A very 

ood opportunity in an expanding firm 
or those who gap Remuneration com- 
mensurate wi experience and ability. 
Applicants must be willing to re-locate if 
necessary. Forward full resume of experi- 
a background information, and photo- 
’ ph to: x G-13, HOSPITALS. All re- 
aan will be handled confidentially. 


POSITIONS OPEN 


OBSTETRICAL INSTRUCTOR for a unit 
of 66 maternity beds, in a separate build- 
ing. Episcopal sponsored hospital. Res 
sible for supervision of unit and teac one 
program in Obstetrics. Oregon registration, 
academic degree and successful experience 
in obstetrics required. Salary commensur- 
ate with preparation and experience. Per- 
sonnel policies same as recommended by 
O.S.N.A. Elective housing available in 
modern, attractive graduate residence, 
meals served at cost in cafeteria. A ply 
Director of ene. Good Samaritan 
pital, Portland, Oregon. 


2 NURSE ANESTHETISTS to fill 
which will be created very shortly. Good 
, good working conditions. 
cer Hospital. Trenton, N. 


EXECUTIVE HOUSTKEEPER — Salary: 
$5652—or higher ig’ year. An excellent op- 
portunity presen tself for a capable ad- 
ministrator in s General Hos- 
pital. High School graduation with five 
ears in institutional house- 
Sthe man of which is included three years 
e management of a large staff. Man 
ts. For further information 
te e Personnel Department, Room 
127, City all, 7, Pennsylvania 
before September 19 


kee 
in 
fring 
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THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago !1, Illinois 


ADMINISTRATORS: (a) Medical director 
and associate superintendent; 700-bed 
teaching hospital; large city, important 
medical center. (b) Medical; 900-bed gen- 
eral hospital: foreign. (c) General 200-bed 
hospital; collegiate affiliations; should be 

edical staff, appoint qualified 
aon improve nursing service, 
etc., East. (d) General hospital operated 


under American auspices in South Amer- 


ica; knowledge of Spanish required. (e) 
Small general hospital; expansion pro- 
ram; California. (f) Administrative serv- 
ces director; duties involve supervisors, 
all non-professional services, 2000- 
teaching hospital. (g) Assistant, 500-bed 
general hospital, teaching institution; large 
city, medical center, East. (h) Executive 
secretary, hospital association comprising 
100 institutional members. (i) Executive 
county medical association; 
$10,000 


ADMINISTRATORS—WOMEN: (a) Small 
general hospital; active outpatient depart- 
ment; interesting location outside Conti- 
nental U.S.; $500. (b) Small general hos- 
pital; residential town near university 


_ center, Midwest; .$6000. H7-2 


ANESTHETISTS: (a) Large 
ital; Southern California; 

©; 150-bed general ‘hospital; 
town, near 2 university cities, Midwest; 
$500-$650. (c) General 375-bed hospital; 
residential town, near New York City; 
medical anesthesiologist in charge; mini- 
mum $5400. (d) Several: surgical depart- 
ment recently expanded; 300- hospital; 
Florida. H7-3 


CLINIC COLLEGE: (a) Infirmary super- 

visor; women’s college; enrollment, 1500. 

(b) Two clinic nurses; diagnostic group, 

famed hotel; apartment provided; oppor- 

Se studies; university cen- 
- 


DIETITIANS: (a) Chief: voluntary gen- 
eral hospital, 450 beds increasing to 600 
by September; tines staff of 80; col. 
lege town, Midw (b) General 
300-bed hospital, Pacific Islands. (c) Chief; 
350-bed teaching hospital: staff of 6 assist- 
ants; $6500: university city, East. ({d) 
Three assistant dietitians: one should be 
qualified to serve as therapeutic dietitian; 
gl 300-bed general hospital; California. 


DIRECTORS OF NURSING: (a) Director 
of nursing service and nursing education: 
volunta general hospital, 450 beds: 
metropolitan area, East. (b) Assistant ad- 
ministrator and director of school and 
— voluntary general hos- 
Bs: 400 beds: interesting city outside 
S; delightful climate: maximum 

, minimum . (c) Small general hos- 
ital under auspices: school 
averages 22 students: Turkey. (d) New 
community hospital, 400 beds; California: 
minimum, $6000. (e) Nursing service; 
small general hospital: near $7200. 
(f) Nursing service: 225-bed general hos- 
pital; now being built, completion October; 
university city, South. (g) Nursing serv- 
ice; new tuberculosis hospital, versity 
town, Midwest; $6500, mtce. H7-6 


HOUSEKEEPERS: (a) New 
eneral h ital, affiliated ee school: 
rity city, est. (b) General 550-bed hos- 

affiliated famed clinic: medical cen- 
H7-7 


EXECUTIVE PERSONNEL: (a) Chief ac- 
countant qualified to become business 
manager; 400-bed general hospital: Cali- 
general hospital, . (ec) Food 
supervisor; new hospital; 225 beds: Uni- 
versity town; Southwest. (d) Comptroller: 
supervisory. experience in hospital ac- 


uired; general hospital, 700 


FACULTY POSTS: (a) Assistant profes- 
sors in obstetrics, psychiatry, public 
health; department of nursing, liberal arts 
college; East; minimum $5000. (b) Instruc- 
tors in nursing arts, medicine, surgery: 
new 600-bed hospital; large =“. medical 
center, Pacific Northwest. (c) Instructors 
in iatrics and obstetrics; 400-bed gen- 


- eral hospital; 170 students: interesting 


city, outside US; $5400. (d) Clinical La 
structor in o rating room techni 
large general resort city, ali 
fornia; $400- 


RECORD LIBRARIANS: (a) Chief; new 
community hospital, 350 beds; California; 
$5400. (b) Chief; voluntary general hospi- 
tal, 500 beds; new and ample quarters; 
residential town, near New York City; 
$5000-$6000. H7-10 


SUPERVISORS: (a) Medical, pediatric, 
surgical, obstetrical; new 550-bed hospital: 
university city, medical center, Pacific 
Coast. (b) 375-bed gen- 
eral hospital; n, 30,000, near New York 

i short distances, 2 universities; $400, 
maintenance. (c) Central supply and floor; 
new hospital; near Chicago. (id) Night. 
qualified to serve as assistant director, 
nursing service; new 300-bed hospital: 
Midwest; $6000-$72000. (e) All depart- 
ments; new 300-bed hospital 
nearing completion; on university campus, 
medical school. H7-11 


Our S39 VEAR 


N. WABASH AVE. 
CHICAGO 


ADMINISTRATORS: (d) Supt: new TBc 
hosp of ige size soon to be completed; sal 
& prerequisites equal $13,000; warm, dry 
climate. (e) Med dir; educ, medical & so- 
cial services, includ’g med records & re- 
— 5000 patients; exc med staff; $10,- 
000; home, mtce; MW. (f) Lay; Spanish 
US. tro 400 bed mental hosp; outside 
climate, univ, seaport city, 
200,000. (g) Medical; teach’g hosp; 
req’s outstand’g man; about $20,000; S. (h) 
Lay; ass't; 700 bed gen hosp; affil univ 
med sch; $11,000; oppty early advance- 
ment; lovely suburban twn; Central. (i) 
Medical: gen'l hosp, beds; unit impor 
teach’g med center; E. (j) Lay: large 
teach’g hosp, ~ research prog; to $20,- 
000; lige city. Med or Lay; asst; impor 
500 bed osp; univ med center: S. 
(n) Lay; vol gen hosp 300 beds; twn 25, 000: 
seashore resort; E. (p) Med dir: req’s one 
w/min ot yrs exper as ass't or supt of hosp, 


a oe more; gen hosp, 250 beds: 
Wecoast, upt; gen hosp ex- 
pand’g to beds; res twn 50,000. Calif. 


(r) Lay; qual speak & write Spanish: 150 
bed hosp expand’g to 300 beds: warm 
climate; outside U.S.A. (s) Ass't to well- 
— woman adm, member ACHA;: vol gen 

175 bds: consider man or woman, 
pre er grad .of ——- program w/purchas- 

exp, $5000; del oo res twn nr ige 
city: univ med center; E. (t) Medical: vol 
gen hosp 200 beds; lge twn; New England. 


PLEASE SEND FOR AN ANALYSIS 
FORM SO WE MAY PREPARE AN IN- 
DIVIDUAL SURVEY FOR YOU. We offer 
you our best endeavors—our integrity— 
our 59 year record of effective placement 
achievement. STRICTLY CONFIDENTIAL. 


ZINSER PERSONNEL SERVICE 
79 W. Monroe Street 
Chicago 3, Illinois 
NURSES, TECHNICIANS, DIETITIANS, 
PHYSICIANS. NURSE SUPERINTEND- 


nd INSTRUCTORS—We can help 
you secure positions. 
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crass VERTISING 


SHAY MEDICAL AGENCY 
55 East Washington Street 


Chicego 2, lil. 
Blanche L. Shey, Director 


EXECUTIVE PERSONNEL: ‘> Assistant 
Administrator. Middle West. bed 
pital. Excellent opportunity. $6500 start. 
(b) Assistant Administrator. 448 bed hos- 
pital in large southern ad (c) 
Assistant Administrator. Eas bed hos- 
pital. Organize central purchasing depart- 
ment and continue as purchasing agent 
with other administrative duties. 
(dj) Chief Accountant. California. 250 bed 
hospital; also supervise business depart- 
ment. $6000. (e) Comptroller. 225 bed hos- 
ital in pleasant community in New Eng- 
oor § Good administrative ability will be 
helpful. $6000. (f) Business Manager. 100 
hospital in far west; dry climate. 
Complete charge of bookkeeping and col- 
lections. $4800. 


HEAD PHARMACOLOGIST: Well known 

eres company. Will do diversi- 

ing multiple of and 

—— ic wor Practical experi- 

he but mot a pre-requisite. $10,- 
to sta 


DIETITIANS: (a) Chief. A.D.A. California. 

250 bed h ital, full Bag wy $6000. (b) 

Assistant. iddle 225 bed hospital 

in town of about 25,000. $4800. (c) Thera- 
utic. California. 250 bed hospital close 
San Francisco. $4200. 


PHYSICAL THERAPISTS: (a) California. 
Registered or eligible. 225 bed eapeent. 
. (b) Southwest. New hospitai—all 
test equipment. $4800. (c) East. Su - 
vise Therapy program in of 
Psychiatry. 400 bed hospital. $5000. vd 
Southwest. 150 bed ending full 
ents required 


NOTE: We can secure for you the position 

want in the locality you prefer. 

Send for application. All negotiations 
are strictly confidential. 


MARY A. JOHNSON ASSOCIATES 
AGENCY 


It West 42 Street New York 36, N.Y. 
Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Our careful study of positions and appli- 
cants produces maximum = ee in se- 
Scothes, Candidates know ha their 
credentials are carefully evaluated to in- 
dividual situations, an ony those who 


advertise specific available positions. Since 
it is our policy to make ev yon Be 
select the best candidate 

and the best job for the candi Gekes, "on 


We do have many interesting openings 
for Administrato Physicians, Anesthe- 
tists, Directors of Nurses, Dietitians, Medi- 
cal Technicians, Therapists and other 
supervisory personnel. 


No registration fee 


THE AMERICAN NURSES’ ASSOCIATION 
PROFESSIONAL COUNSELING AND 
PLACEMENT SERVICE 
offers complete credentials on qualified 
nurses. Selective referral of nurses to posi- 
tions results in satisfied stoff, decreased 
turnover and better nursing service. Consult 
ord State Nurses Association or the ANA 

PS Office in Chicago. 


37 South Wabash Avenue 


Chicago 3, Illinois 
(Tel. STate 2-8883) 


HOSPITAL PERSONNEL BUREAU 
Charles J. Cotter, Director 
Knickerbocker Bidg. 218 E. Lexinton St. 
Baltimore 2, Maryland 


Nation-wide placement service for - 
cians, Administrators, — Dieti- 
Technicians, 


No Registration a 
Licensed Employment Agency. 
(Formerly Hagerstown, 


ASSISTANT DIRECTOR—NURSING 
SERVICE—362 th 


irector-N Service. Duties 
will include selection, orientation and as- 
signment of nursing personnel. Applicants 
should be in excellent health, between 
ge ga ages of 35-45 and of Protes- 

t faith. B.S. in . oe and minimum 
a “Geen years Supervisor or Head 
Nurse. Liberal salary range and 
benefits. Excellent working conditions in 
one of Midwest's foremost institutions, 
centrally located in city and convenient 
to outstanding residential & “gy fa- 
cilities. Contact, S. W. Martin ersonnel 
Director, MILWAUKEE HOSPITAL, 2200 
West iliboura Ave., Milwaukee 3, Wis- 


REGISTERED STA 
appointments. new ed and 
finely equipped — 
assignments in medical, 


units. ortheastern Ohio stable All Amer- 
ican City” of 120,000. In center of area of 
recreational, ind ustrial. and 


ly Ohio "ond Pittsburgh, P l- 
vania. Friendly work rela- 
tions and conditi 


.00 
creases. Paid vacation, sick leave, recog- 
nized holidays, premium pay, ckness 


tirement. Contact Directo nnel, 
Aultman H Sonten. Ohio by letter 
or collect Telephone 4-5673. 


ADMINISTRATIVE DIETITIAN—571-bed 
expanding hospital in Northeastern Ohio 
“All American City” has immediate open- 
ing for Administrative Dietitian in charge 
f production and employee cafeteria 
service. Prefer three years experience in 
kitchen administration. New kitchen, con- 
genial work relationships, progressive - 
sonnel program and frin nge benefits. Salary 
commensurate with qualifications. Contact 


Director of Personnel or Director of Diete- | 


ties, Aultman H ital, Canton, Ohio, by 
letter or collect telephone. 


ISTERED RECO 01 RD LIBRARIAN wh with 3 ¢ 3 to 


pital. Opportunity to learn punch-card 
methods and microfilmi routines. Salary 
open. Please furnish 
Address Box F-99, HOSPITALS. 


ASSISTANT DIRECTOR OF NURSES—300 
bed new hospital affiliated with Medical 
Center. Masters Degree preferred, = 
accept B.S. with experience. To 
charge of in-service training ie 
Salary excellent. Write 

Clarkson 


Memorial 
Nebraska 


TECHNICIAN—Laboratory: Modern 133 
bed hospital associated with Burns Clinic 


pe et under construction to accommodate 
t technicians. a Traverse Hospital, 
Petoskey, Michigan 


DIRECTRESS OF NURSING: Degree re- 
quired. Fully approved 250 bed sonora 
hospital with accredited school of ane. 
approximately 100 students. ary 

Address Box 


area. 
TALS. 


Friendly considerate 
working associates and conditions. 


ary 9240.00 per 


four merit increases. Paid vacation poe 
bay. sickness 
ance and hospitalization program, re- 
tirement. Contact Director Fersonnel, 
Ohio by 


< 


Aultman Hospital, yor letter 


or collect telephone 4 


CLINICAL INSTRUCTORS—362 bed gen- 
eral hospital, student of 
Nursing, and expansi ——_— in 

ress, needs four ructors. 
ings in Medical Nursing and Surgical, in- 
cluding EENT and Orthopedics. B.S. in 
Nursing Education, post-graduate work 


in related and previous 


experience preferred der 
sistant Clinical Instructors. Starting salary 
ranges from $300-$375, dependi 
qualifications. Liberal employee nefits 
and excellent working conditions 

of Midwest's insti 
we, located city and convenient to 
out 


cilities. Contact S. . Martin ersonnel 
Director, MILWAUKEE HOSP 2200 
Kilbourn Ave., Wis- 


consin 


GENERAL DUTY NURSES: 150 bed gen- 
eral hospital opening new unit. Salary 
range 00 to $272.00. In 6 
months, 12 months and yearly thereafter; 
5% differential for | herr and night 
duty; 40 hour week; 8 holidays; 2 weeks 
Rrst vacation; 12 days sick leave after the 
t F aon of employment, accumulative to 
days. Make your home in Colorado 
A ae a an ideal place to live. Write 
rector of Nurses, Memorial Hospital, Colo- 
rado Springs, Colorado. 


INSTRUCTOR OF NURSING ARTS, with 
degree in Nursing Education and experi- 
ence in teaching, for an accredited school 
of nursing, 70 students, 3-year program 
with college affiliation. General hospital, 
236 beds, plus 60 bassinets; new wing ad- 


ditions, liberal personnel licies. lary 
dependent upon qualifications. Write Di- 
rector of Nursing. Jose Hospital, San 
Jose, California. 


ASSISTANT MEDICAL DIRECTOR, 100 
bed tuberculosis hospital, North American 
Graduate, salary $8,500, complete main- 
tenance, apply Medical Director & Super- 
intendent, District Five Tuberculosis 
Hospital, London, Kentucky, or State 
Tuberculosis Hospital Commission, New 
State Office Building, Frankfort, Kentucky. 


HOSPITAL FOOD ADMINISTRATOR — 
male with college training in food adminis- 
tration—to manage Dietary Department in 
large and modern General ospital in 
southeast. Prefer previous experience in 
institutional food management. 

open. Address Box G-8, HOSPITALS. 


MEDICAL RECORD LIBRARIAN, 191 bed 
general acute h ital in Baltimore, to 
head department. Prefer registered person 
but will consider qualifications. 
commensura th experience and 
c 
istrator, Lutheran H » 

18. 


2 GENERAL HOSPITAL LABORATORY 
TECHNICIANS. Write to—Kendrick Mc- 
Cullough, M.D., Pathologist, The Peninsula 
General Hospi tal, Salisbury, Maryland. 


ce. 
ary. Address Box G-15, HOSPITALS. 


DIETITIAN: Full charge ADA for 135 bed 
hospital fully approved. Wo- 
Hospital. 1940 East i Street, 


HOSPITALS 


nding residenti al and n, Personnel fa- 


lition to start soon. Pleasant working con- | 


ations. Contact Robert Hoyt, Ad- 
ospital, Baltimore . 


OPERATING ROOM NURSES: Immediate 
appointments. 511-bed enlarged and 
finely equipped hospital. Ten operating 
rooms now completed. Northeastern Ohio 
stable “All American City” of 120,000. In 
center of area of recreational, industrial 
and educational friendly activities. Living 
cost reasonable. Within pleasant driving- 
distance advantages of metropolitan Cleve- 
150-student School of Nursing, and ex- 
on program in progress, needs As- 
vanced personnel policies. Starting salary 
| 
| 
| brarian in medium to large hospital to be F 
chief at 870 bed midwestern _ hos- ‘ 
oe 
65-bed general hospital. Light surgery 
| 
160 
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Perso 
D.c, 


EDUCATIONAL DIRECTOR for 3 year 

diploma school fully accredited; fine facili- 

ties and modern = 400 bed vol- 

untary ent personnel pol- 

9, HOSPITALS 


ASSISTANT MEDICAL RECORD LIBRAR- 


IAN: 300-bed, approved, teaching, general 
hospital. gg not requi Apply: 
Hospital, Washington, 


DIRECTOR OF PUBLIC RELATIONS de- 


care of Quakers. Philadelphia, Penna. 
photo with —— qualifications and 
desired salary. Address P. O. Box 766 New- 
town, Bucks — Pa 


QUALIFIED ANESTHETIST (NURSE) 
ry $500 per month—no other duties for 
56 bed ho _ in accredited hospi 
Apply to: Thornton, 
Hospital, Clarinda. Iowa. 


NURSING ARTS INSTRUCTOR—145-bed 
hospital. Admits class of 20 once each 
ear. School temporarily approved by 
AS. Salary commensurate with prepa- 
and Apply Director of 
Nurses, Laco Hospital, Laconia, N. H. 


POSITIONS WANTED 


MINISTRATOR — Male — 42 — Excellent 
ound 


(Pharmacolo ® Available October. Ad- 
dress Box G-12, HOSPITALS. 


ETIST—male M.D.—residency and 
many years experience—available immedi- 
ately—can also assist as resident hos 34 
physician—Address Ben G-16 HOSPIT 


hoopital college graduate, with 5 years 


] as BUS 
CCOUNTANT is desirous 
of po ee in a similar capacity or pref- 
erably as an Assistant Administrator, in 
the eastern half of the country. Address 
Box G-7, HOSPITALS. 


ANESTHETIST—Graduate Western Re- 
— over fifteen years experience. Give 
Address Box G-l7, 


Wo ODWARD 


CHICAGOe 


ANN WOODWARD Ditectlo* 


ADMINISTRATOR: Medical; 7 £years, 
teaching medicine, 5 years, "Medical Di- 
rector, university hospital; middle 40's. 


ADMINISTRATOR: 31; BA., M.H.A.: 4 

years, administrative duties, USAF (Pri- 

vate to Captain): year’s administrative 
residency; 2 years, assistant administrator 

& administrator, special services, bed 

teaching hospital; excellent publications; 

immediately available. 

PATHOLOGIST: Several years successful 
rivate general practice before specializ- 
g: trained, university h ital and out- 

standing clinic: currently, rector, lab- 

oratory 150 hospital and associate 

— st, 300 bed hospital; Board eligi- 
le, bo branches. 

ANESTHESIOLOGIST: 31; Finishing 6 

years military tour as Chief, anesthesi- 

ologist, 600 bed hospital; licensed Ohio, 

Wisconsin, Massachusetts, California; Dip- 

lomate. 

RADIOLOGIST: 14 years, director, radi- 

ology, 350 bed hospital and consultant, 

several others; Di Plomate; numérous ae 
lications; early 40's; prefers New Eng 

Northwest. 


| ADMINISTRATOR: Woman R.N.: 50; 25 


rs —_ exp: 7 as admin, 75 bd 'N. Eng- 
nd hosp; cons appt as admin or a 
Calif. only; Member, ACHA. 


ADMINISTRATOR: Woman R.N.; 47: 10 
years staff & super exp; 3 years, admin, 
sm hosp; also qual anes; seeks appt, hosp 
under 100 bds; So. only. 


ANESTHETIST: female, reg’d. 50's: nearly 
15 yrs anes exp; seeks 8-hr shift, OB anes; 
deep So. only. 


DIRECTOR OF NURSES: female, 530; = 
nurs ed; 10 yrs teach'g e 8 yrs, 

ed dir, lge state hosp: past yrs, Agee of 
nurs, 1500 ae Pp a hosp; psych hosp pref, 
cons gen; 

HOUSEKEEPER: late 40's; 
B.A. degree, sociol; past 41% yrs exec 


. h 200 bds; East only. 
MEDIC RD LIBRARIAN: reg’d; 
— coll t exp, chief, 150 bd 

pret posi, new hosp; SW 

Pes oas ly; 30 


WHEN IN NEED OF MEDICAL OR NURS- 
G PERSONNEL QUALIFIED TO HEAD 
DEPARTMENTS 0O FOR ANCILLARY 
A E PLEASE WRITE 

US FOR RECOMMENDATIONS. We offer 
you our best endeavors—our integrity— 


our 59 year record effective placement 
achievement. STRICTLY CO ENTIAL. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago 1, Illinois 


ADMINISTRATOR: M.H.A.; three years, 
assistant, large teachi hospital: si six years, 
director, 350-bed hospital; 
ADMINISTRATOR—Assistantsh ip 
ferred: B.A.. Business Administrati 
MS., Hospital Administration, Columb ie: 
three years, hospital accountant before 
taking course. 

ADMINISTRATOR; Physician, well trained 
and experienced; M.S. (Hospital Adminis- 
tration); six years, director, 400-bed gen- 
eral hospital. 

ANESTHESIOLOGIST: Diplomate; eight 
years’ private practice ol director de- 
partment, small hospi 

COMPTROLLER; BS., Business Adminis- 
tration, Major: Accounting; eleven years, 
comptroller, large teaching hospital. 


DIRECTOR OF NURSING: BS. MA. 
Ed.D.; experience includes four years, 
associate professor of nursing and four 
years, dean, university school. 
PATHOLOGIST: Diplomate. FCAP: M.S. 
(Pathology); eight years, director, hospi- 
tal group (600 beds). 

PHARMACIST: M.S. (Pharmacy): four 
yours, ¢ assistant pharmacist, large teaching 
ospita 

DIRECTOR; B.S.; eleven 
director, large ‘teaching 


RADIOLOGIST; Diplomate; three-year 
residency, teachin years, 
associate radiologist, hospital; 
wishes own departm 


$1.50 each. 


Coming Next Month 


August brings the big two-part issue of HOSPITALS—the annual Admin- 
istrators Guide Issue. 


It draws a detailed and graphic picture of American hospitals in operation, 
an annual check up on trends. It provides a wealth of directory information. 
It offers thousands of down-to-earth and essential operating ideas. It is an 
unparalleled annual reference. 


The two-part issue is mailed to every subscriber to HOSPITALS. If your 
hospital will need extra copies, order now and avoid a delay. Extra copies 
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Classified Advertising 
can do a job for you, too! 


Classified advertising keeps many businesses 
in operation. It’s the lowest cost method of 
advertising available. It can serve your hos- 
pital too. 

Here is the audience for your advertisement 
. » »« HOSPITALS subscribers include more 
than 8,500 hospitals and administrators, 1,200 
department heads, 600 governing board mem- 


bers and 1,200 public health organizations, 
physicians and nurses in addition to approxi- 
mately 3,000 others. | 

Need help? Want to change positions? 
Have old equipment for sale? Offering a 
course of instruction? Then it will pay you to — 
use the classifieds. 


Classified Advertising Department 


HOSPITALS, Journal of the American Hospital Association 


18 E. Division St., Chicago 10, Illinois 


Please schedule the following advertisement for the 


under the following heading: 


For Sale 
Positions Open 


issue(s) of HOSPITALS 


Services | 
Positions Wanted 
Wanted 


[] Check or Money Order Enclosed 
Bill the Hospital 


City & State 


Here's information on this low-cost service 

Twenty cents a word; minimum charge $3.50 per insertion. 

Deadline: 10th of month preceding publication date. 

Clip and mail te HOSPITALS, 18 E. Division St., Chicago 10, Illinois. 
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SQUEEZE /“ tia Now, ombinatic 
FOR PRESSURE \ Sime administer blood or fluid, aaeall 
| simultaneously...switch from gravity 
to pressure in less than four seconds... give 
a pint of blood in four to five minutes. Rate — 
of pressure transfusion depends on force 
_ not pump air. You can switch back to norma 


enew 
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BAXTER LABORATORIES, INC. 


Morton Grove, Illinois - Cleveland, Mississippi 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCHEENTIFIC PRODUCTS DOIVISION GENERAL OFFICES + EVANSTON, ItLinots 
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induction is rapid...anesthesia smooth... recovery prompt 
and side effects infrequent and mild with SURITAL sodium 


ultrashort-acting intravenous anesthetic 


Detailed information on SURITAL sodium ‘thiamyla!l sodium, Parke-Davis) is available on request 
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